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THE RISE AND FALL OF P H /4 ) 


2 This figure denotes the normal reaction of 
the blood. A slight rise may mean alkalosis; 
any slight fall means acidosis. 





When acidosis complicates disease, systemic 
alkalization becomes a valuable and needed 
adjunctive treatment. ALKA-ZANE accom- 
plishes this efficiently and with desirable 
promptness, because it is composed of 
those minerals which constitute the alkali 
ay tts reserve: sodium, potassium, calcium and $ 
magnesium, in the form of citrates, carbonates 
and phosphates. No sulphates, lactates or 
tartrates, and no sodium chloride are 
present in Alka-Zane. 
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Alka- Zane is not only palatable, easily 
assimilable, but is so neutralized that no 
interference with digestion follows its 
administration as with a single alkali. 








WILLIAM R. WARNER & CO. LTD. 
POWER ROAD, CHISWICK, LONDON, W4 


ALKA-ZANE 


ALKALINE PHOSPHATES ComPounD 
ALHALIZER - ANTACID - DIURETIC 
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Ga PULMONARY TUBERCULOSIS IN RECRUITS 


: “s FURTHER EXPERIENCE IN A SURVEY BY THE METHOD OF MINIATURE RADIOGRAPHY 


BY 


i DOUGLAS GALBRAITH, M.D., F.R.A.C.P. 


Major, Deputy Assistant Director-General of Medical Services, Australian Army Medical Corps 


__ *§ To judge by the correspondence in the medical journals 
that has followed the paper on this subject by Lieut.- 
 # Colonel E. L. Cooper (1940) the use of the method of 
= miniature radiography by the Australian Army for the 
. routine chest examination of recruits has created wide 
Fe interest. The number of examinations during 1940 was 
more than 100,000, and it seems worth while to place 
-~ §@ the results on record. The most important reason, how- 
ever, for a progress report on the subject is that striking 
/@ confirmation of the value of this work has been obtained 
> @ by Dr. Reginald Webster, pathologist to the Melbourne 
2x Children’s Hospital, whose detailed results are recorded 
~ @ on page 701. Dr. Webster has had outstanding experi- 
~ § ence in this field, and the results of his investigation repre- 
@ sent a considerable contribution to tuberculosis research. 
4 While there must always be a scientific doubt in regard 
a to the radiological diagnosis of tuberculosis, there can 
| be little objection to a diagnosis established by sound 
bacteriological methods. 
, Cost of Method.—Careful figures of cost have been 
~ > @ maintained throughout in all the military commands. 
> @ The cost per recruit has consistently averaged between 
Se | Sd. and 6d. This figure covers cost of all films, miniature 
> § and 14 by 17 inch, cost of processing, wages of staff, and 
@ Salaries of specialists. A liberal allowance for main- 
j tenance and for depreciation of plant brings the total cost 
for each recruit to an average of 10d. 


- d Survey of Results and Value of the Survey 


From the various military commands in Australia the 
results of the examination of more than 100,000 Army 
recruits are available. All these recruits had passed the 
clinical medical examination. Of this number 1.04%, 
Showed radiological evidence of active or latent tuber- 
Culosis of the reinfection type, thus representing rather 
more than | in 100 of those examined. In 0.56%,, or 
rather more than 1 in 200, the condition was regarded 
as being active. These figures approximate very closely 
those reported by Lieut.-Colonel E. L. Cooper for the 
first 22.000 recruits examined. For obvious reasons the 
exact number of recruit examinations cannot be given. 
but it can be stated that considerably more than 1,000 
recruits showed radiological evidence of active or latent 
tuberculosis of the reinfection type. In addition approxi- 
mately | in 400 showed non-tuberculous pulmonary 








conditions on the radiograph and | in 1,000 had cardiac 
or vascular abnormalities. The detailed results are given 
in Appendix IL. 

Disregarding the humanitarian aspect and examining 
the problem strictly from the Army standpoint, the most 
important factors which operate when a soldier develops 
active tuberculosis are: (1) the loss of his services and of 
the work hours spent in giving him his military training : 
(2) the danger of his infecting others in the close proxi- 
mity entailed in hutments and tents ; (3) the financial loss 
to the taxpayer represented by the cost of treatment and 
by pension. The first factor is self-evident and need not 
be stressed. The second is dealt with convincingly by 
Dr. Reginald Webster. The factor of financial loss is not 
so clearly recognized. Two statements should suffice to 
give the necessary emphasis. The first is that, as quoted 
by Lieut.-Colonel Cooper, the cost in pensions and treat- 
ment of tuberculous soldiers of the First A.LF. (1914-18) 
amounted in 1938 to approximately half a million pounds. 
The second is that the Department of Repatriation has 
found that in Australia in the last war the average cost 
of each ex-soldier with pulmonary tuberculosis has 
approximated £3,000. These figures should make clear 
the saving in cost by the sifting out of tuberculous 
recruits. It should be noted, too, that in addition to 
those cases developing active tuberculosis, repatriation 
experience has shown that many. if not all, of those 
soldiers with latent lesions who have developed pulmonary 
symptoms of any kind in the succeeding years have been 
regarded as eligible for treatment and pension. 


Criticism of the Method of Miniature Radiography 
Criticisms have fallen under two main headings 
medical and administrative: (1) that the method of minia- 
ture radiography is not accurate enough, and that cases 
will be missed: (2) that because of delay in recruiting 

the method is impracticable as an Army measure. 

1 (a). That Recruits with Tuberculosis are Missed.—While it 
is at once admitted that the miniature film is not as good as 
the full-size film and will not pick up 100°. of early lesions, 
the degree of accuracy reached by experienced observers ts 
very striking. Subsequent personal comparison of several 
hundred 14 by 17 inch films has inspired admiration for the 
* spotting ~ ability of the teams examining the miniature films. 
But occasional failure to recognize an early lesion would not 
seriously detract from the value of a method which has so 
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efficiently sifted out such a large number of cases. Three other 
methods of routine radiographic examination have been advo- 
cated by critics of the miniature films. These are: 


(i) Fluoroscopy.—The time consumed is great and there 
is nO permanent record—an important point in regard to 
the question of pensions. 

(ii) Use of the Full-size Film—The expense of this 
method is very high and much more time is required for 
taking, developing, and viewing the film. 

(iii) Use of the 5 by 4 inch Film—This eventually may 
be the method of choice, although a recent demonstration 
arranged in Melbourne by the Watson Victor X-Ray Com- 
pany, in which miniature, 5 by 4 inch, and 14 by 17 inch 
films were compared, did not demonstrate any appreciable 
margin of superiority of the 5 by 4 inch film over the 
miniature film. Most of us who saw the demonstration 
preferred the miniature film. 


Edwards (1940) complains that claims have been made 
that the question of the activity of a lesion can be decided 
on the miniature film. Lieut.-Colonel Cooper in_ his 
article clearly states that “the activity of a tuberculous 
lesion can rarely be determined upon a small film alone.” 
In the Australian Army any attempt at radiological 
diagnosis of activity is made on examination of the 
subsequent 14 by 17 inch film. The basis function of the 
miniature film is to reduce the number of large films 
necessary. The criticism by Brailsford (1940) that many 
cases of pulmonary tuberculosis are detectable by clinical 
methods at a stage where there is no radiological evidence, 
although not a criticism of the miniature method, should 
be mentioned. D’Arcy Hart (1940), in reply, has inquired 
where such a series of cases has been published. Dr. 
Reginald Webster’s observation of the finding of tubercle 
bacilli in three cases from which radiological evidence and 
clinical evidence were absent does, however, give cause for 
reflection and for further investigation. On the other 
hand, few clinicians experienced in tuberculosis would 
claim that any large number of recruits with clinical 
tuberculosis will have a completely normal chest radio- 
graph. 

1 (hb). That Non-tuberculous Recruits are Diagnosed as 
Tuberculous.—Every recruit rejected as the result of x-ray 
examination is referred to the civil tuberculosis department for 
full investigation and treatment if necessary. Here the diag- 


nosis is reviewed, and there is ample time for investigation » 


and observation. This eliminates the possibility of wrongly 
labelling a man tuberculous. 

2. That Routine Radiography of Recruits is Impracticable 
because of the Delay occasioned in Recruiting —The report 
of the committee appointed by the Minister of Labour and 
National Service under the chairmanship of Lord Horder 
(1940), while expressing its opinion that the adoption of the 
method of miniature radiography represents the ideal to be 
aimed at in the medical examination of the armed Forces, 
stated that it is impracticable at the present time “ because 
of lack of apparatus, lack of sufficient numbers of expert 
examiners, and because the inclusion of this form of examina- 
tion would seriously delay the medical examination of re- 
cruits.”” Unremitting perseverance by a small group of enthusi- 
asts, headed by Lieut.-Colonel Cooper and strongly supported 
by the Director-General of Medical Services, has in Australia 
overcome these very real difficulties. The Army now possesses 
ten units for miniature radiography, one of which forms a 
mobile unit in a train and travels great distances in Queens- 
land. The whole of this apparatus, with the exception of 
x-ray tube, timer, and camera, has been manufactured in Aus- 
tralia. A team of keen experts has been gathered in each 
city, and there has been no hold-up of recruiting. Results of 
miniature films are available in as short a period as six hours. 
The maximum period allowed for obtaining results of minia- 
ture films is thirty-six hours. Approximately 97° of recruits 
can leave the recruit reception depot on receipt of this result. 
The other 3%, for whom large films have been ordered, have 


{O09 


these taken immediately. The restlts are available within 


ES 


twenty-four hours, and the men are at once brought before 
the Specialist Board. Finality in regard to suspects is there. 
fore reached within three days, and in most cases within a 
maximum period of seven days. Only occasionally is it found 
necessary to await the result of cultural tests. Details of pro- 
cedure are given in Appendix III. The fact that the method 
has now been adopted by the Royal Australian Navy and 
the Royal Australian Air Force demonstrates its practicability, 
In both these services the result of several thousand radio- 
logical examinations shows approximately the same incidence 
rate of active tuberculosis as in the Australian Army—that 
is, about 1 in 200. Recently authority has been granted to 
carry out a radiological chest survey of internees in Aus- 
tralia. 
Summary 

More than 100,000 recruits of the Australian Imperial 
Forces have been subjected to routine chest x-ray ex- 
amination by the method of miniature radiography. 

One in-.every 100 has shown radiological evidence of 
active or latent iuberculosis, and 1 in every 200 of active 
tuberculosis. 

The diagnosis of tuberculous infection has in a large 
number of cases been substantiated by bacteriological 
investigation, the results of which are given in this issue 
in a report by Dr. Reginald Webster. 

A considerable number of instances of non-tuberculous 
pulmonary pathology and of cardiac and vascular lesions 
have been observed. 


The results here given represent simply a summary of a 
very great deal of work done by members of the A.A.M.C, 
including medical officers, technicians, and staff, throughout 
Australia. The opportunity is appreciated of being able to 
acknowledge the enthusiasm and efficiency with which this 
work of considerable national importance has been carried 
out in every command in the Commonwealth. Valuable co- 
operation has been given by Stamford X-Ray Company and 
Watson Victor X-Ray Company. 


APPENDIX I 
Results of Analysis 
Recruits examined by miniature radiography ...... Over 100,000 
No. of 14 by 17 inch films ordered... .........ccccccccccecdelhh 


No. of films showing evidence in lung fields of past or 
present tuberculous infection of the secondary adult type 
EE co Mi cicverdhncastanledashionwese eden’ 

No. of recruits showing radiological evidence of active 


NI, SO oc asia vakabdd aimed enue anehaeen 0.56% 
No. of recruits showing fibrotic or calcified areas in the lung 

field suggesting a healed or quiescent lesion .......... 47% 
No. of recruits showing radiological evidence of non- 

tuberculous pulmonary pathology ................-+..+: 0.25% 
No. of recruits showing radiological evidence of cardiac or 

ME EE cccdncveeidcebeceabadsdacaeakpaeckes ne 0.12% 

APPENDIX II 


The Unit for Miniature Radiography 


This remains substantially as it was described by Lieut- 
Colonel Cooper in Appendix I of his original article. An 
improved Contax camera is now used. This is fitted with aa 
f/1.5 lens and auxiliary lens. The latter permits accurate 
focusing at the short screen-film distance and is mounted on 
a special adjustable mounting-plate. The camera has been 
altered to provide locking facilities on both the lens aperture 
and the lens focus. Operation of the shutter has been 
eliminated, the shutter remaining open at all times, and the 
film being merely wound on one complete frame after each 
exposure has been made. The camera case has been supplied 
with a special mounting-plate, arranged for easy removal of 
fitting. The construction of the mounting assembly is such 
that there is no necessity to re-focus the camera at any time. 

Experience over the past twelve months has brought about 4 
definite improvement in the quality of the end-results, mainly 
due to two factors: 

(a) Improved dark-room processing technique of the 

Super XX film. 

(b) Improved projection facilities. Experience has show# 
that the image is best projected with a projector of the 
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400-watt type on to a screen made of a sheet of matt- 
surface bromide photographic paper which has been fixed, 


and of a projection-screen size not exceeding 10 by 12 inches, 


framed with a flat black mask, thus eliminating unwanted 
reflection from the edges of the projection screen. It is 
sometimes found helpful to view doubtful lesions through 
opera-glasses. 


It is anticipated that film manufacturers will specially de- 
velop a film for miniature radiography with the object ot 
increasing the speed of the emulsion to the particular lumin- 
osity given off by the fluorescent screen and of providing 
greater contrast in the image recorded on the photographic 
emulsion. Lag in the fluorescent screen has no detrimental 
effect, and in fact enables the actual exposure time io be 
reduced. For miniature radiography the apparatus is operated 
at 50 mA 8S kV, with exposure times in the order of 0.5 
second. 

Tube and maintenance costs have been comparatively minor 
items, due, we believe. to the fact that excessive millt- 
amperages that could not safely be used when operating at high 
speed even with fully rectified equipment have not been em- 
ployed. Little alteration has been found necessary in the 
clerical and radiographic procedure originally adopted. At 
some centres where line conditions are not ideal, the fitting of 
a constant current stabilizer ensures greater uniform density 
in resulting miniatures, and provides a further safeguard 
against tube overload. 


APPENDIX Ill 
Procedure Employed 


In the main this is as laid down in Appendix II of Lieut.- 
Colonel Cooper's original paper. In order to bring the result 
of the chest radiograph into the same category as the blood 
group and the results of vaccination and inoculation, steps 
are being taken to have an appropriate entry recorded in each 
soldier's paybook. 

The following is a summary of the procedure in regard to 
each recruit: 


1. On completion of the ordinary medical examination, 
which is a very thorough one, the applicant goes into an 
adjoining room and has the chest radiograph taken on the 
unit for miniature radiography. 

2. All miniature films taken up to 3 p.m. are examined on 
the same evening by the Viewing Committee, consisting of at 
least one radiologist and one physician. Films taken after 
3 p.m. are viewed the following evening. 

3. Recruits are paraded next morning. Those whose films 
are regarded as beyond suspicion are drafted to units. If any 
abnormality is detected, or there is a reasonable doubt, a 
14 by 17 inch film is at once taken. Approximately 3°, of 
recruits have the large films taken. This film is examined by 
the Viewing Committee the same day. 

4. Those who have had 14 by 17 inch films taken are 
paraded either on the second day or the third morning. It 
the film has been passed enlistment proceeds. If not, the 
man is examined by a Specialist Board appointed for this 
purpose and consisting of one consulting physician interested 
in tuberculosis and one specialist in tuberculosis. This ex- 
amination is in most cases carried out at once. If it has to 
be deferred the man is drafted to accommodation reserved 
for this purpose in a camp hospital. The acceptance or 
rejection of the recruit depends not on the radiological report 
but on the opinion of this Specialist Board, which reviews the 
history, the clinical and radiological findings, and in some 
cases the bacteriological results. If rejected the man is placed 
under the care of the State Department of Tuberculosis, 
and his name is notified to this department. 

5. In a large number of instances it has been possible to 
have a complete bacteriological investigation carried out, 
including culture of sputum or gastric contents. 
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BACTERIOLOGICAL EXAMINATIONS 
SUPPLEMENTING THE RADIOLOGICAL 
SURVEY OF THE AUSTRALIAN 
IMPERIAL FORCE 


PRELIMINARY REPORT 


BY 


REGINALD WEBSTER, M.D., D.Sc., F.R.A.C.P. 


Honorary Major, Australian Army Medical Corps Reserve ; 
Pathologist to the Children’s Hospital, Melbourne 


The present report is published with the approval of the 
National Health and Medical Research Council of 
Australia, and at the suggestion of the Director-General 
of Medical Services, Major-General R. M. Downes, who 
from the moment of his authorization of the work has 
followed its progress with a lively and sympathetic interest. 


Scope and Objective 

In the detection of pulmonary tuberculosis the ultimate 
and only unequivocal proof is the demonstration of the 
tubercle bacillus: the necessity for providing bacterio- 
logical confirmation of radiological diagnosis whenever 
possible requires no emphasis. 

Many accounts of mass radiological surveys have 
appeared within recent years, but in the few in which 
bacteriological findings are mentioned such reference is 
limited to a statement that a certain proportion of the 
subjects of the x-ray investigation exhibited a “ positive 
sputum.” By this term it is generally to be understood 
that tubercle bacilli are brought into evidence by the 
microscopical search of films: bui as a means of sifting 
sputum and other pathological exudates for tubercle 
bacilli microscopical search is a sieve of very coarse mesh. 
It has been computed by H. J. Corper (1928) that tubercle 
bacilli are not detectable in smears until their numbers 
reach 100,000 per c.cm., whereas guinea-pig inoculation 
and appropriate methods of cultivation will disclose them 
in numbers as few as 10 to 100 per ¢.cm. 

To the best of my knowledge the relevant literature 
contains no record of a large-scale radiological survey 
supplemented by a concurrent and carefully planned 
bacteriological investigation of the scope and character 
which it is the purpose of this report to indicate. 

The systematic radiological examination of the entire 
personnel of the Second Australian Imperial Force, 
carried out under military discipline, created an oppor- 
tunity, unprecedented in Australia, of instituting an 
important and far-reaching public health research, If 
parallel bacteriological work could be sustained it held 
promise of providing data upon which to assess the 
accuracy of microradiographic diagnosis, of being of im- 
mediate practical assistance to medical boards, and of 
elucidating facts regarding the existence and number of 
“carriers” of the tubercle bacillus among a large and 
presumed healthy section of the population. This phase 
of the investigation assumed prime importance when 
considered in relation to proposals for the eventual exten- 
sion of thoracic radiography to the civilian community. 

In planning the work from the laboratory aspect it was 
realized that there would be few opportunities of repeat- 
ing the bacteriological examination for any individual 
soldier. Both the magnitude of the undertaking and the 
necessity for working within Army requirements for 
prompt disposal of the men precluded, in the great 
majority of instances, more than one attempt to establish 
the diagnosis of pulmonary tuberculosis on an incon- 
testable bacteriological basis. In view of the serious 
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limitations of direct microscopy of smears of sputum, 
provision was made to subject to cultivation by methods 
appropriate to the growth of B. tuberculosis all specimens 
of sputum in which the search by microscope should fail. 
It was further designed that, should sputum be unobtain- 
able, identical procedures would be adopted with the 
mucus aspirated from the fasting stomach. 


Principles 


Experience during the past three years in the examina- 
tion of 1,270 diverse samples of pathological material 
suspected of a tuberculous origin has convinced me of 
the reliability and sensitivity of a proper technique for 
the cultivation of tubercle bacilli and of the inadequacy 
of the film method. Shrewsbury and Barson (1937) of 
the University of Birmingham showed that the method 
of culture employed by them yielded 100% of successful 
cultures of the tubercle bacillus from a diversity of 
specimens comprising sputum, cerebrospinal fluid, urine, 
faeces, and pus. The same workers demonstrated that of 
135 samples of sputum in which tubercle bacilli could 
not be detected microscopically 29 (21.4%) were tuber- 
culous by cultural examination. Similar findings have 
been recorded by C. A. Green (1938) from the bacterio- 
logical department of the University of Edinburgh. 
Green reported that in the examination of 2,796 specimens 
of sputum for the presence of tubercle bacilli the posi- 
tive findings by cultivation exceeded those attending the 
microscopical examination of films by nearly one-third 
(32.4%). More striking perhaps in this particular are 
the figures of Corper and Cohn (1933), who have pub- 
lished results of a routine cultural examination for 
tubercle bacilli of sputa in which the organisms could 
not be detected by microscopical search. Of 100 samples 
of sputum, in which “negative” results were consis- 
tently obtained in monthly examinations of film prepara- 
tions over periods ranging from four months to two years. 
no fewer than fifty yielded a “ positive™ finding by a 
single cultural test. 

The significance of such findings as a compelling indi- 
cation for the adoption of routine culture of sputa under 
suspicion as tuberculous is obvious, and for the purpose 
and under the conditions of the research relating to the 
Second A.IL.F. systematized cultivation of sputum and/or 
gastric Mucus was imperative. 

The demonstration of tubercle bacilli in the mucus 
aspirated from the fasting stomach has long been familiar 
in paediatric practice, forty-one years having elapsed since 
Meunier first introduced the method to overcome the 
difficulty occasioned by the fact that children invariably 
swallow rather than expectorate sputum. Meunier’s work 
did not attract the attention it undoubtedly merited until 
it was applied by Armand Delille and Vibert in 1927. 
Since that year a number of workers in the field of 
paediatrics—notably Wallgren in Sweden, Poulsen in 
Denmark, and Collis and Brockington in England—have 
established the method as one of very great clinical value. 

Influenced by the fact that many specimens of so-called 
sputum do not represent mucus of bronchial origin, and 
that many persons excrete small amounts of bronchial 
mucus which they swallow rather than expectorate, a 
‘number of Continental workers, led by Armand Delille, 
Lestocquoy, and Vibert (1930), have applied Meunier’s 
principle to the examination of adults. In England they 
have been followed by Kayne and Hounslow (1939), 
whose work represents the only attempt so far recorded 
on the part of English workers to extend to adult practice 
a technique which has yielded such striking results among 
children. Kayne and Hounslow have reported findings 
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in which by cultural and animal inoculation methods 
tubercle bacilli were shown to be present in the gastric 
content of 17 out of 55 sanatorium patients who eithe; 
produced no sputum or provided specimens in which 
both direct and cultural methods of examination failed to 
detect tubercle bacilli. 

Arresting evidence of the importance of directing atten. 
tion to the contents of the fasting stomach jin the 
endeavour to obtain bacteriological confirmation of radio. 
logical indications of pulmonary tuberculosis is furnished 
by the work of R. H. Stiehm (1939), Director of the 
Department of Student Health in the University of Wis. 
consin. Stiehm assembled 50 students in whom radio- 
logical findings denoted the presence of what he termed 
“minimal” pulmonary lesions. In none of the group 
was there any clinical evidence of tuberculosis: all of 
the students regarded themselves as well, and in such 
samples of sputum as they could produce the tubercle 
bacillus could not be demonstrated. The next step was 
to subject each student to aspiration of the contents of the 
fasting stomach on three successive mornings in order to 
examine the product for the presence of tubercle bacilli 
by microscopical search and animal inoculation. Acid-fast 
bacilli were found in films of gastric mucus in 9 of the 
50 students, but in no fewer than 36 (72%) tubercle 
bacilli were revealed in the gastric content by guinea-pig 
inoculation. In 36 instances, therefore, the radiological 
findings were endorsed and the presence of an unhealed 
tuberculous lesion was unequivocally demonstrated. 


Proeedure and Standards 


With the imprimatur of the Director-General of 
Medical Services, Major-General R. M. Downes, and the 
co-operation of the Deputy Director of Medical Services, 
Southern Command, Colonel C. Gordon Shaw, a routine 
has been established in Victoria by which recruits who 
display radiological evidence of pulmonary tuberculosis 
are+ sent to the Camp Hospital, Broadmeadows, whence 
they are paraded in batches of four, six, or eight a day 
at the Children’s Hospital laboratory. The men arrive 
at 9 a.m., having had no food or drink since the previous 
evening. Those who can expectorate a specimen which 
can be approved as genuine bronchial mucus are excused 
the passage of a Rehfuss tube, but it was to be anti- 
cipated that many of these apparently healthy young men 
would be unable to produce any sputum. In dealing with 
such the routine is to aspirate the contents of the fasting 
stomach, and the men have co-operated extremely well 
in the swallowing of the Rehfuss tube. 

It is considered very important that the men should 
present themselves in person and not send in samples of 
sputum. By the latter procedure many unsatisfactory 
and salivary specimens would be received ; there is also 
the risk of substitution of specimens. With the man in 
attendance the specimen of sputum can be approved or 
otherwise, and in the latter event a sample of the contents 
of the fasting stomach secured. 

The standards adopted in the Army _ bacteriological 
examinations are as follows: 

1. If acid-fast bacilli 
Neelsen preparations from sputum a 
finding is returned. 

2. If an acid-fast bacillus of the requisite cultural characters 
is cultivated from the sputum of a man designated radiologr 
cally “ active ~ it is accepted as B, tuberculosis. 

3. If the acid-fast bacillus is recovered from the sputum 
of a man designated radiologically as the subject of old, 
healed. inactive, or doubtfui pulmonary tuberculosis, such 
acid-fast bacillus is, required to produce progressive tuber 
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culosis in a guinea-pig before final acceptance. In the mean- 
time a report of a “strong presumption” of active pulmonary 
tuberculosis is Issued. 

4. In every instance in which the acid-fast bacillus is culti- 
vated from the gastric mucus, irrespective of the character 
of the radiological report, the virulence of the culture for the 
guinea-pig is determined. This is rendered necessary by the 
occasional occurrence of saprophytic acid-fast bacilli, some ot 
which, particularly those of “rough” cultural characters. 
closely resemble true tubercle bacilli, Again an interim 
report of “ strong presumption ™ of active tuberculosis is issued. 


Progress Results 


In this investigation, so far, the number of men for 
whom examinations ar2 complete to date is 322. In the 
early stages of the work a number of men (51) were sent 
for examination in error; for although all were rejected 
or deferred by the radiologists, such action was based 
on grounds other than that of pulmonary tuberculosis. 
The intrathoracic pathological states disclosed by x-ray 
examination of the men in this group included such con- 
ditions as congenital pulmonary cysts, hydatid cysts of the 
lung, mediastinal tumour, probable pulmonary neoplasm, 
abnormal cardiac shadows, and varying degrees of dilata- 
tion of the aorta. That a little confusion should have 
occurred in the beginning is a circumstance not altogether 
to be regretted, for these men furnish an_ interesting 
control group. From only one man of the 51 was an 
acid-fast bacillus recovered by culture ; the source of the 
culture was gastric mucus, and the organism was eventu- 
ally shown to be non-virulent to a guinea-pig. 

Eliminating 51, therefore, as never having been radio- 
logically suspect as regards pulmonary tuberculosis, the 
number of men rejected or deferred by reason of x-ray 
evidence of pulmonary tuberculosis, and in whom 
bacteriological examination was undertaken, was 271. Ot 
these, 100 (36.9°.) were shown to be actively discharging 
tubercle bacilli, The manner in which the positive 
bacteriological findings were determined in the 100 cases 
was by direct smear examination of sputum, 32; by cul- 
ture from sputum in which tubercle bacilli could not 
be detected by microscopical search, 46; by culture from 
the gastric mucus of men from whom no sputum was 
obtainable, 22. 

The application of cultural methods and the utilization 
of gastric contents in the absence of sputum have there- 
fore resulted in 100 positive findings, as against the 32 
which would have been the number had the examinations 
been restricted to smears of sputum. The average report- 
ing time for sputum cultures was 18.6 days, and the 
average for gastric mucus cultures 21.6 days. 


Commentary 


That the figure for positive results obtained by the 
microscopical examination of smears of sputum (32) com- 
pares so unfavourably with that attending sputum cultures 
(46) cannot be attributed to hurried or inadequate 
Scrutiny. Considerations of economy of effort and culture 
medium, and the possibility of summary disposal of the 
Specimen with an immediate positive report, were strong 
inducements to persevere in the search for acid-fast bacilli 
in the films. 

The method of cultivation applied throughout has been 
the sulphuric acid technique of Lowenstein, and the cul- 
ture medium chosen that of Petragnani as modified by 
S. Russell Jamieson (1936). At least three culture tubes 
have been prepared from every specimen of sputum or 
gastric mucus, and six tubes of medium have often been 
expended on one individual. 
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The positive findings attending cultivation from the 
gastric mucus (22) have all been verified by virulence tests 
and by proof of the ability of the cultures to induce pro- 
gressive, widespread, and fatal tuberculosis in guinea-pigs. 
It is of interest to note that in eight men acid-fast bacilli, 
subsequently shown by cultivation and guinea-pig inocula- 
tion to be virulent tubercle bacilli, were detected by the 
microscopical examination of direct smears of the gastric 
mucus. 

There were seven instances of cultivation of acid-fast 
bacilli from the gastric contents not included in the above 
Statement of results. Three were omitted because the 
men who provided them had already been included in 
the group confirmed bacteriologically by the detection of 
tubercle bacilli in film preparations of the sputum. Of 
the remaining four, two were non-virulent to guinea-pigs, 
and in two the virulence remained undetermined owing 
to the late appearance of contaminants in cultures which 
were perforce neglected for some time owing to pressure 
of work. 

Of the 100 men in whom bacteriological proof of 
active tuberculosis has been adduced so far, 54 maintained 
negative answers to specific questions regarding haemop- 
tysis, pleurisy, sanatorium treatment, and the occurrence 
of pulmonary tuberculosis among their near relatives. A 
few spoke lightly of a “cigarette cough,” while many 
declared that, childish illnesses excluded, they had never 
had occasion to consult a doctor and had never lost a 
days work. Affirmative replies with respect to one or 
more points in the cross-examination indicated above 
were received from the remaining 46 men. Eight had 
experienced haemoptysis and 16 had suffered an attack 
of genuine pleurisy. Two were obviously ill when they 
were presented for bacteriological examination. No 
fewer than 10 had formerly been inmates of sanatoria, 
and 17 confessed to the occurrence of pulmonary tuber- 
culosis in their own families or among their near relatives. 
Such information was no doubt suppressed by these men 
at the time of their enlistment and preliminary medical 
examinations, but with the realization that they had been 
weighed in the radiological balance and found wanting 
they evidently felt that they could gain nothing by further 
concealing the facts of their clinical histories. 


Correlation of Radiological and Bacteriological Findings 


It is laid down as routine procedure in the radiological 
survey of the Australian Military Forces that every man 
concerning whom suspicion is raised by the miniature 
screen photograph shall be re-examined by the standard 
14 by 17 inch radiograph. The radiological reports upon 
which the following correlation of x-ray and laboratory 
findings is based are those issued as interpreting the large 
films. 

Group I 


In a group of 152 men in whom the radiograph was 
regarded as indicative of active pulmonary tuberculosis 
the number of positive bacteriological findings was 83 
(54.6%). 

Group II 


Among 90 men designated radiologically as subjects of 
old, healed, inactive, or doubtful tuberculosis there were 
10 (11.1%) positive bacteriological results. B. tuber- 
culosis was recovered by culture from the sputum of 6 
of the men in Group II, by gastric mucus culture in 3, 
and in the case of the tenth man acid-fast bacilli were 
found in a Ziehl-Neelsen preparation of the sputum. All 
six sputum cultures, as also the three gastric mucus 
cultures, induced severe and fatal tuberculous lesions in 
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guinea-pigs. The following table supplies some details 
of this interesting group: 

















Soviet aay Cisaci Bacteriological a 
© , ' Report ’ 
37 Scattered calcification ; | Positive gastric | Pain in chest 15 months 
right apex culture ago; did not go to 
bed. Otherwise had 
always been well 
73 Evidence of old Th. infec- | Positive sputum | Haemoptysis ; sana- 
tion in the lungs: no- culture torium treatment ; 
thing suggesting anything fistula in ano 
recent 
137 Suspicious area in right | Positive gastric | Clear personal and 
infraclavicular region, culture family history 
radiating from hilum. 
Defer 
167 Small calcitied nodules in | Positive sputum] Three years in sanatoria. 
apex of left upper lobe. culture * Short of breath” 
No evidence of activity, 
and remainder of lungs 
normal 
225 Small calcified nodules at “Dry” pleurisy 1S 
left apex No detinite years ago: was not 
evidence of activity laid up. Otherwise 
always well 
247 Localized Tb. infiltration at Haemoptysis in 1930 
left apex ; one very small Sanatorium for tive 
nodule in first interspace months in 1932. 
area ; a little calcification Father died of pul- 
evident. Suggest bacterio- monary Tb. 
logical examination 
250 Very slight Tb. lesions: Personal and family 
both apices. Partly calci- history clear 
tied. Sugvest bacterio- 
logical examination 
251 Slight infiltration in apical Suspected of pulmonary 
region of right uprer lobe. . in 1939, — Sister 
Left lower probably Tb. died of phthisis 
Suggest bacteriological 
examination 
302 All tuberculous lesions of | Positive gastric | Served in war of 1914 
rightupperlobe quiescent. culture ; “Pulmonary 
For bacteriological exam- fibrosis * 
ination 
307 Exaggerated lung markings | Acid-fast bacilli | Clinical and family 
in right chest. ? upper in smear of history clear 
respiratory infection and sputum 
delayed resolution of 
acute process 





It may fairly be represented that although the figure 
for the proportion of bacteriological confirmations of 
x-ray diagnosis is high, particularly in Group I, in which 
it reached 54% among 152 men designated subjects of 
active pulmonary tuberculosis on radiological evidence, it 
is of necessity an under-estimate. As has been indicated, 
the men pass the laboratory way but once, and it is only 
in exceptional instances that repeat examinations are 
feasible. Were it possible again to comb through those 
men for whom a negative bacteriological finding has been 
recorded it is more than probable that the tubercle bacillus 
would be uncovered in some of them. 


Group Ill 
There remain three men to be placed in a third group 
because no x-ray evidence of pulmonary tuberculosis was 
apparent. 





—_ X-ray Report —— History 
238 |Lungs clear: pass Positivesputum | Father died of pulmon- 
culture ary Tb. 12 months 

ago. Iwo cousins 
have been in sana- 
toria 

233 Pass Pleurisy 4 months ago. 
Brother rejected as 
active ; 

255 No sign Tb. : pass Positive gastric | Personal and = family 


culture history clear 














That the above three cultures were those of genuine 
and virulent tubercle bacilli was proved in each insiance 
by guinea-pig inoculation. 

In the case of No. 253 it has been ascertained that he 
was sent for examination in mistake for his brether, who 
was summarily rejected by the radiologists. No. 253, 
however, gave a history of pleurisy, and from a second 
sample of sputum acid-fast bacilli were again cultivated. 
That No. 238 and No. 255 presented themselves for 
bacteriological examination must have been fortuitous in 
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view of the x-ray reports with regard to them, and three 
such unanticipated bacteriological results are startling, and 
are provocative of reflection. 


Conclusion 

The work will be continued in 1941, and the presen 
communication, as a preliminary report, is limited to a 
Statement of objectives, underlying principles, methods. 
and progress results. Temptation to comment on the 
vexed question of the radiological estimation of activity, 
and to discuss risks of error due to the appearance of 
chromogenic acid-fast bacilli other than true tubercle 
bacilli in cultures, must be resisted in view of wartime 
exigency regarding space. 

It is submitted, however, that the results obtained to 
date establish beyond criticism the prescience of the policy 
which instituted the radiological survey of the Second 
Australian Imperial Force. 


The work which I have endeavoured to outline is sponsored 
by the National Health and Medical Research Council of 
Australia, by whom a research grant has been allotted for its 
continuance. 

1 have already expressed appreciation of the encouraging 
interest of Major-General R. M. Downes and the cordial 
co-operation of Colonel C. Gordon Shaw. Other officers who 
have done much to facilitate the inquiry are Lieut.-Colonel 
E. L. Cooper, Lieut.-Colonel L. M. Routh, Major Douglas 
Galbraith, and Captain N. T. Bull. As Officer-in-Charge, 
X-ray Department, Southern Command, Captain Bull has 
maintained a happy liaison between the x-ray service and the 
bacteriological laboratory. My technical assistant, Mr. H. Weir, 
is bringing to the work an enthusiasm and a devotion to duty 
Which are beyond praise. 
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BLOOD PLATELETS AND 
SPLENIC EXTRACTS 
BY 


G. M. WATSON 
(From the Nuffield Department of Clinical Medicine, Oxford) 


THE 


In 1938 Troland and Lee reported the presence of 2 
platelet-reducing principle in acetone extracts of spleens 
from patients with thrombopenic purpura ; when given 
intravenously to rabbits these extracts lowered the count 
of the circulating platelets. Torrioli and Puddu (1938) 
then drew attention to earlier work by themselves and 
others in this field. They had found that aqueous extracts 
both of normal spleens and of spleens from patients with 
thrombopenic purpura contained a factor which was 
capable of inhibiting the development of megakaryocytes 
when given in small doses but damaged them in larger 
doses. These workers also succeeded in producing a fall 
in the circulating platelets in the rabbit by intravenous 
injection of an aqueous extract of a normal spleen. 
Several workers have attempted to confirm the results 
obtained by Troland and Lee. Major and Weber (1939) 
obtained negative results with two spleens from cases of 
thrombopenic purpura. Pohle and Meyer (1939) made 
spleen extracts from three cases of thrombopenic purpura, 
with completely negative results. Using spleens from two 
such cases, Hodge and Strong (1939) were equally unsuc- 
cessful. All these workers used acetone extracts. Hobson 
and Witts (1940) obtained a fall of platelets in the rabbit 
with an acetone extract of the spleen from one case ol 
thrombopenic purpura. They also prepared acetone and 
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saline extracts of normal spleens: the acetone extragt was 
inactive, but the saline extract reduced the platelet count 
when given intravenously in a large dose. 

Rubegni (1940) discusses the work of Defrise, who 
modified the technique of Troland and Lee by a further 
extraction with ether and obtained positive results with the 
spleen removed from an ill-defined case of haemorrhagic 
disease. Rubegni made acetone extracts from fresh calf’s 
spleen, liver, and muscle, and administered them intra- 
venously to rabbits. The splenic extracts produced in 
most cases a fall in plaielet count of about 50% ; the liver 
extracts were also followed by a decrease in_ platelets, 
though less than that produced by the splenic extracts ; 
muscle extracts caused no change. Rubegni did not suc- 
ceed in keeping a rabbit's platelets low by repeated injec- 
tions. though this had been done by Troland and Lee. 

i appears from the literature that the platelets of the 
rabbit may fall when extracts of spleen are administered 
intravenously. This effect is inconstant, and it is by no 
means limited to spleens obtained from patients with 
thrombopenic purpura : it may also occur with extracts of 
normal spleens and liver, 


Experimenta! Methods 
The objects of the following experiments were, first, to 
compare the effect of different types of extract of the 
spleen and the tissues used as controls ; and, secondly, to 
see if any depression of the platelets resulted if the injec- 
tions Were not given intravenously. 


Extracts were made from post-mortem material. sheep 
spleens removed directly after killing, and three spleens re- 
moved at operation from patients with thrombopenic purpura. 
Acetone extracts were prepared as described by Troland and 
Lee. and alcohol extracts by a similar technique. Saline or 
agueous extracts were made by mincing the spleen and extract- 
ing in the cold for twenty-four or forty-eight hours, then 
centrifuging. When saline extracts Were kept several days for 
repeated injections they were covered with toluene and shaken 
periodically. These extracts were usually made up so that 
} ccm. of the final extract corresponded roughly to | gramme 
of spleen. Another extract was prepared by treating finely 
minced spleen with anhydrous sodium sulphate at 37° C., 
separating the supernatant fluid, and then removing as much of 
the sodium sulphate as possible ; 170 grammes of spleen was 
used. and the resulting extract, made up to 5 c.cm., was 
given to one rat, Pressed juice from spleen was also tried. 
Another spleen was allowed to autolyse under toluene: but 
this preparation was too toxic, and the rats receiving it died. 

The extracts have in most cases been given by the intra- 
peritoneal route to rats, the rest intravenously to rabbits. The 
rats Weighed 0.3 to 0.4 kg. and the rabbits about 1.5 kg. The 
platelet counts were made by a direct method (Lempert, 1935). 
Counts wer€ made on the day before injection, again immedi- 
ately before injection, and then several times in the twenty- 
four hours following injection ; none of the changes observed 
persisted more than twenty-four hours. Rat platelet counts 
usually gave figures between 500,000 and 900,000 per c.mm, in 
blood obtained from the tail after warming. With rabbits 
the counts were lower. In all, 56 rats and 14 rabbits received 
injections, the animals being used once only. As controls, 
Pairs of rats were given intraperitoneal injections of 10 c.cm. 
of sterile Ringer-Locke solution, a 10°, suspension of human 
red cells. and a saline extract of muscle: the rats receiving 
Ringer's solution showed a rise in platelets of 15°., the 
others no change or a slight fall. The degree of accuracy in 
counting is not high, and | do not regard alterations of the 
order of 20°, as having much significance. 


Extracts of Normal Spleen 
SIX rats received acetone extracts of human spleen, the dose 
‘arying from 5 to 15 ccm. The greatest subsequent change 
from the level just before injection was a fall of 35°. but in 
another rat a larger dose of the same extract caused no reduc- 
“on in platelets. The other injections were followed by falls 
of 16°. or less. 
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Six rats received alcoholic extracts of human spleen in doses 
of 5to 15 c.cm. The extract given to two of them was toxic, 
and they died; injection of the other extract was followed by 
changes in the platelet count varying from a rise of 11, to a 
fall of 28 without relation to the size of the dose. 

Six rats were given Ringer's extract of normal human spleen 
in doses of 5 to 15 c.cm. Here the changes in platelet count 
varied from an increase of 12 to a decrease of 25 inde- 
pendently of the dose. 

Four rats were given 10 to 15 c.cm. of an aqueous extract 
prepared from a human spleen dehydrated with alcohol, dried, 
and powdered before extraction. There was no effect on the 
platelet count. Two rats were given 10 c.cm. of saline extract 
of fresh sheep spleen without effect on the platelets. Two 
more rats received 10 c.cm. of pressed spleen juice: no change 
resulted in one ; the other showed a rise of 17 The sodium 
sulphate extract did not alter the platelet count. 

In order to determine whether repeated injections might 
depress the platelet count, one group of 6 rats received fou 
injections. each of 10 c.cm., of saline extract of fresh sheep 
spleen. given over a period of nine days. Platelet counts were 
made on the day before the first injection, several times during 
the course, and for two days after the last injection. Only one 
rat showed any appreciable change, and that was a transient 
elevation of 40 Four other rats received repeated injections 
of acetone extract of fresh sheep sPleen, counts being made 
in the same way. No significant changes were observed. 


Extracts given Intravenously 
Normal saline extracts of muscle, liver, and sheep spleen 
were given intravenously to rabbits in 20-c.cm. doses. Two 
rabbits receiving splenic extract showed falls of 27 and 29", ; 
two receiving liver extract showed falls of 25 and 38°, ; 
muscle extract caused a fall of 50 


Extracts of Thrombopenic Spleens 

Three such spleens were available. The first was from a 
woman of 27 with purpura of acute onset, characterized by 
severe haemorrhage. a greatly prolonged bleeding-time, and 
a platelet count below 10,000. No drug or medicine had been 
taken by the patient. The other two spleens were from 
chronic cases of the disease, one being removed during an 
interval and the other during an active phase. Each spleen 
was divided into halves, and acetone and saline extracts were 
prepared. The residue from the saline extract was subjected 
to further extraction with alcohol. These extracts were pre- 
pared aseptically, and each was injected into both rats and 
rabbits. 

When given to rats intraperitoneally in 10-c.cm. doses none 
of the extracts caused any significant change in the platelet 
count. One rat received tour injections of a saline extract on 
alternative days without a decrease in platelets. The acetone 
extracts were given intravenously to rabbits in doses of 25 to 
45 c.cm. and caused falls of 15 to 35°, in the platelet count ; 
in the same doses the saline extracts produced falls of 23 
to 28°. In all cases the falls appeared within a few hours of 
injection and the counts had returned to their previous level 
within twenty-four hours. 

Discussion 

These results show that none of the extracts tested, 
whether from normal spleen or thrombopenic spleen, con- 
tains a thrombopenic principle in quantity sufficient to be 
demonstrated by intraperitoneal injection into rats. The 
occasional falls recorded are not large enough to be sig- 
nificant and did not occur in other rats receiving the same 
extract. Repeated injections have been no more success- 
ful in reducing the platelet count. When the extracts were 
given intravenously to rabbits the results were rather dif- 
ferent. Some lowering of the platelet count was produced 
by all the extracts used—the least by an acetone extract of 
thrombopenic spleen, the greatest by a saline extract of 
muscle. This suggests that tissue extracts given intra- 
venously may lower the platelet count, but it does not 
support the view that there is a specific thrombopenic 
factor in splenic extracts. 
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All the reports dealing with the existence of such a 
factor, except those of Torrioli and Puddu (1934) on its 
effect on the megakaryocyte in marrow culture, are based 
on the results of intravenous injection. Many non-specific 
agents—for example, heterologous red cells or serum, 
peptone, and suspensions of micro-organisms or inert par- 
ticles—are capable of causing a considerable reduction in 
platelets when given intravenously (Tocantins, 1938), and 
there is no reason why these comparatively crude extracts 
of the spleen should be put in a special category. It is 
also worth noting that a splenic extract has been reported 
as causing a thrombocytosis when given subcutaneously 
(Haenlein and Schliephake, 1935) and that an anti-spleen 
serum produces thrombopenia (Bedson and Johnston, 
1925). The evidence for the existence of a_ specific 
thrombopenic principle in splenic extracts is therefore 
unconvincing. 

Summary 

A series of extracts from normal spleens and from three 
cases of thrombopenic purpura have been prepared, and were 
injected into rats and rabbits. No evidence of the existence 
of a specific thrombopenic factor was found, and it is sug- 
vested that the positive results of a few others workers may have 
been due to non-specific. reactions to intravenous injections. 

I wish to thank Dr. H. Scarborough of the Edinburgh Royal 
Infirmary for supplying material and case records, and Prof. 
L. J. Witts for his criticism and advice. 
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EVALUATION OF HYSTERICAL SYMPTOMS 
IN SERVICE PATIENTS 


BY 


W. P. MALLINSON, B.M., M.R.C.P. 
Temporary Surgeon Lieutenant-Commander, R.N.V.R., 
Neuro-psychiatric Specialist ; late Assistant Medical 
Officer at the Maudsley Hospital 
Since the outbreak of war the Navy has been working 
under conditions of continuously severe stress, and the 
personnel has been increased by the introduction of many 
conscripted recruits. Mainly among these men, and 
among reservists recalled from their civilian jobs and from 
home life to the rigorous cenditions of the Service in 
wartime, a certain number of hysterical reactions have 
inevitably occurred. It has already been shown, both 
in the last war (Beaton, 1920) and in this (Curran and 
Mallinson, 1941), that the incidence of hysteria as a 

primary diagnosis is not high in naval psychiatry. 

The committee on head injuries of the Medical Research 
Council (private information, unpublished) has defined 
hysteria as “a condition in which mental and physical 
symptoms not of organic origin are produced and main- 
tained by motives never fully conscious, directed at some 
real or fancied gain to be derived from these symptoms.” 
In addition to a definition it is necessary, for clinical 
purposes, to have criteria which will help to reduce the 
very varied manifestations of hysteria to an ordered 
symptomatology, to minimize subjective and impres- 
sionistic judgments, and to cut short philosophical specu- 
lation about fully and incompletely conscious motives. 
The Services make demands on their medical officers 


BLOOD PLATELETS AND SPLENIC EXTRACTS 






THe Barrisy 
MEDICAL JOURNAL 


sass tanveeensignemanninteceneteetainieet hiphae ——$—$—$ 


which call for special criteria of prognosis and recover 
The disappearance of symptoms is not enough ; a reasop. 
able assurance of future reliability and freedom frop 
relapse under war stress is required. If this assurang 
cannot be given, discharge from the Service is calle 
for, even though recovery may be adequate from th 
point of view of civilian life. It must also be remem. 
bered that a successful hysterical “ escape.” if the motive 
is even dimly present in consciousness, will permanent) 
reduce the social efficiency of the individual by facilitg. 
ting a recurrence in the face of subsequent difficulties: 
and within the Service it will impair morale by inviting 
imitation by others. : 

The long and unbroken period of active service which 
the Navy has undergone is offered as the reason for giving 
a short account of a classification, derived from clinicd 
and aetiological considerations, which has been found o/ 
practical value in the treatment and disposal of patieny 
showing a hysterical reaction. On discharge from hos. 
pital a patient may (i) return to full duty, (ii) return t 
modified duty in accordance with psychiatric advice, o 
(iii) be invalided from the Service. The reactions ar 
classified as follows: (1) simple hysterical dissociation 
(2) hysterical prolongation; (3) hysterical exaggeration 
(4) hysterical simulation ; (5) hysterical ** complications 
of an underlying disorder, 


1. Simple Hysterical Dissociation 


This group, in which the symptoms arise without ap 
conscious motive and without other signs of psychiatne 








disorder, includes both (a) those cases in which there « 
little or no lapse of time or period of meditation afte 
the precipitating physical or mental trauma, and (4) thos 
which follow a long period of stress or conflict. 

(a) As an example of the former one may cite the instar 
taneous paralysis of a limb which sometimes accompanies : 
relatively slight flesh wound. In such cases, if the hysteric: 
dissociation is uncomplicated by any other disorder ani 
psychiatric treatment is given early, the prognosis for retur 
to duty should be good. Acute cases of this type. howeve 
are rarely seen in our unit, which is analogous to a militar 
base hospital. Where the removal of the hysterical symp 
toms releases much anxiety the prognosis depends upon th 
intensity of the objective signs of anxiety (see “5. Hysteric 
Complications ”). 

(b) The following is an 
reaction. 

Case 1. 
admitted following a hysterical fugue. 
for the whole period since he joined the Service, but 
showed no anxiety or other psychiatric disorder. In the cours 
of investigation and treatment it materialized that he ha 
joined the Navy primarily because a girl to Whom he w 
attached admired the uniform. Shortly afterwards this gi 
gave him up and he became attached to another girl of : 
rather higher social standing. He had for long been pr 
occupied with the idea that he would never earn enough mone 
in the Navy to justify his proposing marriage to this git 
This conflict gave rise to hysterical dissociation only afte 
many months. The Service prognosis of such cases must & 
more guarded because the psychopathical mechanisms whi" 
produce the symptoms have often been operative long eno 
to impair the stability and adaptability of the personality. ! 
Other words, the longer a conflict persists before it is “© 
solved” by a flight into hysterical dissociation the more diff 
cult it will probably be to get the patient to face up to th 
less pleasant alternative. 





example of the latter type ¢ 
-~A stoker who joined the Navy two years ago We 
He had an amnes 


2. Hysterical Prolongation 

Here the symptoms arise on a basis of previous orga® 
or psychological disorder in association with a greater © 
less degree of consciousness of motive. “Typical instance 
are the hysterical persistence of headache in patients cof 
valescent from head injury and of tremor following 4 
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anxiety : the cerebral and emotional disturbances respec- 
tively are over, but the patient is reluctant to give up 
symptoms which are preventing his being ordered to face 
the same dangers again. In other cases, as those in which 
hysterical headaches or dyspepsia, for example, supervene 
upon a recovering affective reaction, the symptoms bring 
about a continuation of the illness by replacement or sub- 
stitution rather than by direct prolongation, 


Case 2. ~A_ reservist aged 38 was drafted on recall to a 
destroyer, Which was mined three months after his joining 
her. Following the immersion he developed a suppurative 
mastoiditis, which was operated upon successfully, with a good 
preservation of hearing. For several months afterwards, how- 
ever, he complained of vague paraesthesiae behind the ear 
and numbness and weakness of the whole of the same side 
of the body. The continuance of these symptoms was de- 
pendent upon his reluctance to return to sea, and as there 
was considered to be no risk of the development of more 
serious psychiatric disorder he was given an explanation, was 
reassured, and was sent back for a preliminary period of shore 
service 

3. Hysterical Exaggeration 

This takes the form of an exaggeration of an organic 

or psychological disorder which still exists. 


Case 3.—A seaman cook aged 25 was dratted on conscrip- 
tion to a trawler: he had previously been a cook in the 
Merchant Service in large liners. He disliked the small ship 
and suffered a good deal from sea-sickness. The symptoms of 
sea-sickness became elaborated into a syndrome highly sug- 
gestive of duodenal ulcer, and they persisted when he came 
into hospital. Investigations for an organic lesion were nega- 
live, and it appeared that the elaboration had been possible 
because his father had for years been under treatment for 
duodenal ulcer and the symptomatology was table-talk at 
home. While he was in hospital retention of urine occurred. 
undoubtedly the product of hysterical simulation. But little 
anxiety accompanied this reaction, the symptoms subsided with 
explanation, and he was ordered to return to duty. In order, 
so far as possible. to prevent a relapse a recommendation 
was made for drafting to a larger ship. 


Cases 2 and 3 show how hysterical prolongation and 
eAaggeration can coexist. The symptoms in such cases 
are at least partially under conscious control, and to this 
extent will respond to alterations in incentive, to con- 
cessions, discipline, and deprivations. Here, again, if treat- 
ment is not too long delayed return to duty is often 
possible. 

4. Hysterical Simulation 

The-* patient ~ classified under this category wishes to 
convince others that he is ill without himself really believ- 
ing it. In the majority of cases the distinction between 
hysteria and malingering can be made fairly easily : but 
there is a borderland where endless discussion is possible 
over the degree of “conscious escapism” present. or 
whether a certain patient's loss of memory is ™ really 
genuine,” or whether another patient can't hear or won't 
hear or can’t hear because he won't. The practical issue. 
in the Services, is to distinguish as quickly as possible 
those who will make a satisfactory adjustment to Service 
demands and discipline after, on the one hand, a reason- 
able period of treatment or, on the other, disciplinary 
Measures, from those who, even after the appropriate 
procedure has been carried out, will not make the adjust- 
ment. Kretschmer (1917), in a study based on German 
military psychiatric cases of the last war, deprecated 
attempts at a sharp aetiological distinction between hys- 
leria and simulation, preferring to regard them as alterna- 
live paths open to persons of hysterical disposition. He 
Stressed the importance of estimating separately in each case 
(1) the significance of the hysterical symptoms in the setting 
in which they occur—that is, in relation to any underlying 
disorder, and (2) the “ health-conscience ~ (Gesundheits- 
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wille), or attitude of the patient towards illness, his readi- 
ness or unwillingness to succumb to minor ailments and 
discomforts. 

Discipline is specific for malingering, and rapid diag- 
nosis and prompt treatment provide effective prophylaxis. 
Malingering is rare in the Navy as a whole, and when it 
does occur ships’ doctors are quick to recognize it and 
thereby prevent needless and harmful stay in hospital. 
Hence this diagnosis has been almost unknown during the 
first eighteen months of work in the neuro-psychiatric 
unit of our naval hospital. In civilian practice opportuni- 
ties to apply discipline are limited: an explanation to 
relatives and injunctions to substitute firmness for sym- 
pathy, together with instructions to the patient to remain 
at work, are all that is usually possible. In the Services we 
are fortunate in having disciplinary measures available, 
comprising simple return to duty, return to duty with 
restriction of privileges, or actual punishment, One or 
other of these possibilities often provides the best treat- 
ment for certain cases of hysteria. To apply them in the 
wrong place or at the wrong time, however, will cause 
much suffering and may lead to serious mental breakdown. 
Like many of the most effective remedies of general 
medicine and surgery, discipline applied without proper 
discretion may be extremely harmful and, as when it 
precipitates suicide. actually lethal. The following is an 
illustrative case. 


Case 4. Chronic Pathological Anxiety. -An able seaman 
aged 25 was admitted complaining of loss of self-confidence 
and inability to do his work. He joined the Navy in 1934 
for seven years’ service: three years ago he married, and 
since then he had been very keen to return to civilian life 
as soon as possible. During this war, which put an end to 
his hope of retiring in 1941, he had been engaged in sub- 
marine detection with convoys. In July, 1940, he left his 
ship without leave and made his way to his home town. He 
could not explain his unexpected arrival, so his brother 
fetched a doctor. and he was taken to a civilian hospital, 
where the diagnosis of a hysterical fugue was made. The 
presence of a very strong incentive was obvious, and the 
alternative diagnosis of desertion had to be most seriously 
considered when he was transferred to this hospital. Psychiatric 
examination, however, revealed a long-standing condition ol 
pathological anxiety that began before he joined the Navy 
and was aggravated by the strain of duties for which he was 
barely intelligent enough and was temperamentally unsuited, 
and by the unresolved conflict between his desire to return 
to civilian life and his obligation to continue in the Service. 
Che “ genuineness * of his fugue was an issue of no practical 
importance. since on admission to hospital the anxiety and 
depression resulting from these constitutional weaknesses and 
topical conflicts had taken such a hold on him that invaliding 
was necessary, and even this, with its promise of release, 
caused no real improvement, In this man the escapist motive 
had been in the forefront of consciousness for a considerable 
time, but it was not effective until a fairly long struggle 
between his personal wish and ethical demands had seriously 
impaired his none too robust mental health. 


5. Hysterical ‘* Complications ~ of an Underlying 


Disorder 


These conditions ditler from Categories 2 and 3 in that 
the underlying disorder does not determine the form of 
the hysterical symptoms, The latter represent a secondary 
reaction produced by the operation of increased or pro- 
longed stress upon an already impaired or a congenitally 
inadequate mental or physical constitution, 


Case 5. Mental Backwardness with Hysterical Paralyses. - 
An able seaman aged 44, recalled after twelve years of civilian 
life. was admitted complaining of his left leg repeatedly 
“giving way without warning” during the last few months. 
No organic disease was found in the nervous system, and the 
only physical abnormality was an achlorhydric dyspepsia. 
His recurrent paralyses were undoubtedly hysterical, but recall 
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had rescued him and his family trom a long period of in- 
security due to irregular employment; he had been glad to 
go back and was not an “escapist.” About three years ago, 
during a period of great domestic difficulty, similar symptoms 
had developed. He proved to be mentally backward: he had 
only reached Standard II at school at the age of 14, and his 
mental age by the Kent emergency test (modified for English 
use) was 9 years. He had been able to carry out routine 
duties in peacetime, but the conditions of service in a destroever 
in wartime, with the long hours and responsibilities of watch- 
keeping, brought him up against his intellectual inadequacy. 
He became anxious and depressed, and his hysterical dis- 
ability relieved an intolerable situation. He was wholly un- 
aware of the origin of his symptoms. The most that could 
be expected of him in modern warfare was a simple job 
ashore. 

Case 6. Endogenous Depression with Hysterical Fugue. 
A conscript recruit 25 years of age, this patient in civilian life 
was a milk roundsman, and on two occasions in the past five 
years his barrow had been found abandoned in the street 
and he himself had been brought home by the police after 
wandering many miles into the country. Fach of these inci- 
dents had preceded a depressive illness lasting about three 
months, during which he had been unable to work. There 
seemed to be no adequate psychogenic cause for these attacks, 
and both previously and in the intervening period he had beer 
a satisfactory worker. The occasion of his admission to hos- 
pital in June, 1940, was his arrest by the military police when 
wandering without leave in a prohibited area many miles from 
his depot. A charge of desertion was made, but he was re- 
ferred for psychiatric investigation. On admission he was 
depressed and retarded: his depression gradually lifted, and 
after two months in hospital he was bright and active. His 
normal personality was not hysterical, and the illness followed 
a course precisely similar to the description he gave of the 
two previous attacks. On the evidence gthe basic condition 
was considered to be a liability to recurrent attacks of endo- 
genous depression, and, although he had completely recovered. 
he was invalided on account of the risk of a further break- 
down. The wandering which heralded his depressive attacks 
was associated with amnesia, and it appeared to be a genuine 
instance of dissociation : on the first and second occasions, at 
any rate, there was no question of a conscious motive. and 
on the third it was unlikely that there was one. It is probable 
that an early stage of depression and retardation shortly pre- 
ceded each of the dissociative episodes. 


In neither of these cases. nor in Case 4, could a resort 
to discipline have had any result but to aggravate and 
prolong the illness, with a risk, at least in Cases 4 and 6, 
of precipitating a suicidal depression. Among the hys- 
terical “ complications ” of depressive and anxiely reac- 
tions fugues have been fairly common. In a number of 
these cases in which a charge of desertion has been made 
the question has been answered in favour of the patient 
as the result of finding other objective signs of psychiatric 
disorder of a graver kind. To this group also belong 
most of the cases of pseudo-dementia and the few cases of 
Ganser syndrome that we have seen in this unit. In some 
instances a poor school record and an account from mess- 
mates and superiors of a genuine difficulty in learning and 
carrying out duties may indicate the presence of mental 
backwardness. In others one or more of the physical con- 
comitants—loss of weight, fine tremor, raised pulse rate, 
raised systolic blood pressure, or dilated pupils—together 
with insomnia or recurrent dreams, may point to patho- 
logical anxiety. In others, again, some loss of interest or 
slowing up of thought and action, reduced self-confidence, 
irritability, constipation, and loss of appetite may reveal 
an underlying depression, recognition of which will set 
the more superficial and more striking hysterical symptoms 
in correct perspective. Hysterical symptoms have also 
occasionally been met with engrafted upon cerebral 
arteriosclerosis, cerebral syphilis, alcoholism, and schizo- 
phrenia. Indeed, patients who show a complete absence 
of hysterical features are rare in wartime psychiatry. The 
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exceptions are striking. Occasionally men are admitted, 
having been sent sick against their will when observed to 
be severely disabled by anxiety or depressive reactions, who 
in the presence of the most intense objective symptoms 
and with excellent insight retain an unshaken morale, Ip 
many of these men the will to return to duty ts weakened 
by the long period in hospital which their treatment inevyjt- 
ably demands ; others are completely resistant to the hys- 
terical utilization of their symptoms, and throughout their 
illness are ready to fulfil without hesitation any demands 
that might be made of them. 

Of those patients in whom the hysterical manifesta- 
tions are of secondary importance and who become fit to 
return to duty, as well as of those showing hysterical pro- 
longation or exaggeration, many need certain concessions 
—e.g., a recommendation for drafting to a larger ship, a 
period of shore service, or a change of work—if they are 
to continue as useful members of the Service. Their 
value to the Service has to be balanced against the incon- 
venience and the danger of creating a precedent involved 
by the concession demanded. : 

Two further criteria—the family history and home 
atmosphere and the personality and past record—have 
been found helpful in assessing the likelihood of a satis- 
factory adjustment to Service demands. 


Family History and Home Atmosphere 

First, an inquiry is made into mental or nervous illness 
suffered by any close blood relation, and any marked 
personality characteristics. The occurrence of depressive, 
schizophrenic, or “ neurasthenic ~ illness, for example, in 
such relations will prompt a search for signs of a more 
serious underlying disorder in the hysterical patient. 
Secondly, a picture is obtained of the economic standards 
and “ work-conscience ~ of the family as a whole, and 
the patient’s attitude and relation to these standards are 
ascertained. Is there a tradition of steady work and social 
reliability in the family? Is the patient above or below 
the average level of his parents and siblings in_ these 
respects? Is he temperamentally similar to the other 
members of his family, or in some way different from 
them—more dependent, for example? What was his 
school career in comparison with those of his brothers 
and sisters? 

The facts thus elicited are of value in diagnosis in that 
they may lead to the assessing of the hysterical symptoms 
as a complication of some more fundamental instability 
based on inherited or early environmental factors. They 
also help in prognosis: the prognostic significance of 4 
depressive psychosis of known duration in a brother or 
sister or of chronic invalidism in the father following ™ shell- 
shock ” or “* D.A.H.” in the last war need not be empha- 
sized, although it calls for careful evaluation. Both the 
inherited constitution and the patient's reaction to the level 
of “health conscience “ prevailing in his family must be 
taken into account. 


The Personality and Past Record 

It is useful to make a distinction between hysterical 
symptoms arising in a setting of psychopathy and those 
which, as in the cases so far described, either complicate 
some other form of psychiatric disorder or are more OF 
less isolated occurrences in a fairly stable personality. 
Here, as in Category 4, while the presenting symptoms 
may be produced by simple dissociation, prolongation, 
exaggeration, or simulation, the main prognostic criterion 
is the intensity of the underlying disorder—in this case ol 
psychopathy. Of the multitude of traits and characteristics 
which have been described as part of the hysterical pet 
sonality two at least have been too commonly met with 
for mention of them to be omitted in the consideration of 
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these cases: (a) a defective “health conscience,” and (b) 
4 desire to be the centre of attention and to obtain more 
appreciation from the community than is earned by actual 
social and personal value. A past history of neurotic traits 
in childhood and difficulties in adjusting to school life, as 
well as an unsatisfactory work record with many changes 
of job and much time off for minor ailments, is com- 
monly found among hysterical psychopaths. A_ large 
number of those who broke down had never, on account 
of ill-health, inefficiency, or distaste, held a job for long 
in civilian life. 

Case 7.-A Newfoundlander enlisted with most of the 
eligible men in his village in January, 1940. His application 
was a half-hearted gesture which both he and his mother and, 
as he said, the whole village were astonished and dismayed 
to find successful. He had been known for years as a semi- 
invalid, taking after his father, who had twice been a patient 
ina mental hospital. He had given up one job after another 
because it Was too strenuous, and his work record consisted 
of short periods in labouring and farming jobs. long-shore 
fishing. and fish-packing. interspersed by considerable intervals 
for rest and recuperation. On arrival in this country his 
humble position, the disappointing pay, and the lack of interest 
in his hypochondriacal complaints shown by his messmates and 
superiors in the training depot provoked an intense resent- 
ment against the authorities who passed him as physically fit 
to join up. After a few weeks he renorted at the sick bay 
complaining of pain in the back, which he alleged had been 
brought on by rifle drill, and frequency of micturition. Full 
urinary investigation was carried out, including even an intra- 
venous pyelogram and a radiograph of the spine and renal 
areas: no physical abnormality whatever was discovered. On 
admission to the Royal Naval Auxiliary Hospital his mental 
state can be briefly described as disgruntled petulance. He 
was completely taken up with his own symptoms and dis- 
eppointments : he showed no interest in the war news or the 
other patients, worked mechanically in the occupational de- 
partment. and went through the movements in the physical- 
reining class in feeble apathy. He made no improvement at 
ull until! the decision to invalid and repatriate him was made. 

Case &.—An ordinary seaman aged 25 volunteered after a 
minor quarrel with his wife in April, 1940. In July he got 
his first draft, to a small submarine-chaser. For the whole 
of the two months he was with her she was in harbour fitting 
out, and only twice went to sea on trials. He was terrified 
by heavy air raids on the harbour, and one night, returning 
from leave. he collapsed in the street and was taken to hos- 
pital by the police. Shortly afterwards he was given sick 
leave: “he went home, and overstayed his leave because he 
“could not face it again.” He could not explain to his 
relatives his remaining at home, so he spent three days 
wandering round the city without food and then reported at 
the local naval depot. He was sent from there to our hospital. 
He looked and played the part of a hopeless and beaten man : 
his voice was rather ungenuinely tremulous and tears were 
“not far away.” He said he would rather go to gaol than 
return to duty and that he had been foolish not to plead 
conscientious objection. He showed none of the physical 
signs of anxiety, and slept well without drugs. He made no 
complaint of illness: “Just funk, I suppose: it's a rotten way 
lo be, but whenever | think of going back my stomach turns 
over and over.” He was of average intelligence and his work 
record in civil life had been fairly good, although he had 
always looked for jobs near his home, as he was very de- 
pendent upon the sympathy of his family. His personality 
Was immature and egocentric, and his freedom from “ symp- 
loms ” appeared to spring from a complete absence of struggle 
against his fears. He showed no sense of social responsi- 
bility and spent much of his time in hospital spreading dis- 
content and resentment among the patients. In such a case 
a this the role of the doctor can only be to report his 
findings and to advise the executive authorities, with whom 
the final decision as to disposal must lie. 

Case 7 is an example of defective “ health conscience ~ 
Case 8, of defective morale. A description of the latter 
Case is given although it cannot be classified as hysterical, 
because here, as with the typical hysterical psychopath, 
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failure in the Service was an expression of the inadequacy 
of the total personality. Both cases illustrate a very 
serious problem of disposal. No medical treatment is of 
any use, and if these men were sent back to duty further 
psychopathic developments would be certain to occur and 
the lives of others might be endangered. Discharged to 
civilian life, they are a living invitation to seek escape 
through “* neurosis ~ and a burden on the community. No 
satisfactory disposal is available; rejection at the recruit- 
ing station, or as early as possible during training, and 
direct drafting to a labour camp or rehabilitation centre, 
where suitable manual work is done under modified Ser- 
vice discipline, is urgently called for. Such centres would 
be valuable for many types of case besides those de- 
scribed here. Cases of deficient morale are uncommon, 
but the hysterical psychopath has often been met with 
among new recruits. Work and discipline are the best 
treatment for both, and when similar cases in the other 
Services are taken into account the problem is already 
large enough to justify prompt action. The enlistment, 
training, and hospital treatment of such men are an 
extravagance which, if it could be afforded in the past, 
must eventually be terminated by increasing financial 
stringency and demands for labour. 


Summary 
A brief description is given of some hysterical reactions and 
one case of defective morale which have been seen in the 
naval psychiatric service. An attempt is made to classify such 
reactions by means of an assessment of the symptoms in the 
setting in which they occur. This has been found to facilitate 
prognosis and appropriate disposal. The more general ques- 
tion is raised of the most useful and economical disposal of 
the psychopath in wartime. 
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THE STABILITY OF TETANUS ANTI- 
TOXIN UNDER SUBOPTIMAL 
STORAGE CONDITIONS 


BY 


C. RUSSELL AMIES, M.D., D.T.M.&H., 


(From the Serum Department, Lister Institute, Elstree) 


Under normal conditions it is the usual practice to store 
sera and other immunological products at a tempera- 
ture slightly above 0° C. At present, however, stocks ot 
tetanus antitoxin and other sera have to be maintained at 
civilian first-aid posts and dispensaries where refrigerators 
are not available. Moreover, under war conditions it ts 
not always possible to obtain cold-storage on ships carry- 
ing supplies of serum over-seas. It is therefore a matter 
of importance to know the rate at which antisera de- 
teriorate under suboptimal storage conditions. Some 
information on this subject is already available, but the 
results obtained by earlier workers were derived from 
the study of sera of low titre, and it cannot be assumed 
that these apply to sera of high potency obtained by 
improved methods of immunization. It may therefore 
serve a useful purpose to record the results of some recent 
investigations of this problem. 

The effect of temperature has been studied more com- 
pletely on diphtheria antitoxin than on other antisera, 
Anderson (1910) and MacConkey (1913, 1917) reported 
that diphtheria antitoxin lost about 6", of its activity after 
being stored for a year in the refrigerator and about 10°, 
per annum at 15°C. MacConkey (1913) also found that 
this antitoxin when stored at 36 C. lost half of its activity 
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while Glenny (1913) reported that antitoxin 
stored at 37 C. for four and a half years had lost 82%, of 
its activity, and over 90", after seven years. Results 
with tetanus antitoxin concentrated by the Banzhat- 
Gibson method, still employed in a modified form in some 
serum laboratories, indicate that this antitoxin has a simi- 
lar heat-inactivation rate. 

The material for the present study consisted of samples 
of unconcentrated antitoxin from individual horses or from 
large pools representing several bleedings from a group 
of twelve to twenty animals. All the samples contained 
0.35%, of cresol as a preservative. Some were kept in the 
laboratory under known conditions of temperature, while 
others were samples returned from first-aid posts and dis- 
pensaries. The conditions to which these latter had been 
subjected were not precisely known, but it was considered 
that the analysis of such random samples should give 
a fair indication of the effect of storage under the actual 
conditions of distribution. All the assays were carried 
out on guinea-pigs at the L + /5 level, the same test-toxin 
being used throughout. 


in a year; 


Control Series: Storage in the Cold, at Room 
Temperature, and at 37 C. 

Two horses, “Equa” and “Calidus,” received the 
same course of immunization with tetanus toxoid and 
alum. Samples of the serum from each horse were stored 
(in rubber-capped 50-ml. bottles) in the cold room at 2 
to 4 C., in a glass-fronted cupboard in one of the labora- 
tories where the seasonal variation in temperature is 
between 10° and 25° C., and in an incubator maintained 
at 37° C. The samples remained under these conditions 
for one year, the potency of each being tested at frequent 
intervals during this period. For the sake of brevity. 
however, only the initial and final titres are given. 











Potency of Serum in International Units 
Serum ** Equa ”’ Serum ** Callidus” 
stored at stored at 
Room Room | 
2-4’ C.| Tempera-} 37°C. |2 -4 C.} Tempera-| 37 ¢ 
ture | ture | 
At start of experiment | 8.000 8,000 | 8.000 | 1,350 1,350 1,35) 
After ! year o4 8,000 7,250 4,200 1,300 1,250 750 
Loss Nil 9%, 47°, | 4° 7°. 44°, 











Tests on Returned Samples 


A batch of unconcentrated tetanus antitoxin designated 
No. 423 was issued to various centres acting as medical 
stores for the A.R.P. services. From time to time bottles 
of this antitoxin were returned, and these were tested to 
determine the fall in potency which had occurred. Samples 
of this same batch of antitoxin were kept in the laboratory 
at room temperature (10° to 25° C.) and in the cold 
room, and these were also tested at intervals. The results 
may be summarized as follows: 


Percentaze 


ass 

1. Batch No, 423, original test 1.300 1.U. mi 
2. Retested after 2 years at 2-4 C. . $200 a 8 
3. Retested after 2 years at room temperature 950 * 27 
4. Samples returned after 2 years : 

9 samples from different centres 1,200 - x 

4 : 5 oe = 1,100 1s 

2 5 ee os x 1,000 . 23 


The greater loss found in the sample that- was maintained 
in the laboratory at room temperature was probably due 
to the fact that the room was furnished with skylights and 
consequently became very warm during the summer. 
The Effect of Freezing 

lt is commonly believed that the freezing of an anti- 
serum results in a considerable fall in antibody titre. This 
is said to arise from the denaturation of the antibody 
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globulin by the phenol or cresol preservative, the effective 
concentration of which is considerably increased when 
the water separates out in the form of ice. Glenny, Pope. 
Waddington, and Wailace (1925) have shown that this 
phenomenon is responsible for the increased LOXicity ob- 
served in toxin-antitoxin mixtures used for diphtheria 
prophylaxis. This, however, must be regarded as a special 
case, because carefully controlled experiments with 4 
number of different antitoxins and anti-bacterial sera have 
failed tg show any appreciable diminution of potency as 
the result of repeated freezing and thawing. Sealed glass 
ampoules very rarely break when their contents become 
frozen, since the air space in the neck of the ampoule 
allows the fluid to expand before it freezes. The rubber 
caps employed to seal multiple-dose containers may, how- 
ever, be forced off if insufficient air space is provided, || 
these mechanical risks are avoided the contents of a bottle 
or ampoule which has been frozen may be used with full 
confidence that no appreciable deterioration of the anti- 
body has occurred. 
Conclusion 


Tetanus antitoxin in the form of natural horse serum 
Joses less than 10°, of its potency per annum when kepi 
at room temperature under reasonably good conditions. 
Samples maintained at 37° C. for a year lost less than 
50% of their activity. These results are in agreement 
with those obtained by other investigators. The freezing 
of serum containing 0.35%, cresol has no appreciable effect 
upon the antibody. 

REFERENCES 


Anderson, J. F. (1910). Bulli. U.S. hyg. Lab., No. 66, 9, Washington 
Glenny, A. T. (1913). J. Hag., Camb. 13. 63 
Pope. C. G., Waddington, H., and Wallace, U. (1925). J. Path. Bact 
28, 473. . 
MacConkey, A.T. (1913) J. Hve., Camb.. 12, Stl. 
(1917). British Medical Journal, 1, WW 


Clinical Memoranda 





Peripheral Neuritis and Acute Rheumatism 


The interest of the following case lies in the rarity of pol- 
neuritis as a complication of acute rheumatism. 


HisTOoRY 

A nale stout boy aged 10 was admitted to the rheumatism 
unit of Queen Mary's Hospital. Carshalton, on August 3 
1939. His former history was that he had been operated 
on at the end of May. 1939, for acute appendicitis. Shorth 
afterwards he complained of pain in one wrist. Joint pain 
spread and persisted, and he was transferred to Carshalton 
There was no previous history of rheumatism. 


CASE 


On admission the child looked ill. The skin was unusuall) 
dry. and he had a malar flush. He was apyrexial: no sign 
of chorea and no rheumatic nodules were present. There was 
a collapsing pulse and clear evidence of mitral and aortic 
incompetence. It is of interest to note that no evidence 0! 
aortic disease was Observed on July 20. During the next few 
days he became dyspnoeic, was very difficult with his food. 
and vomited occasionally. There was no cyanosis or oedema 
of the legs. On October 16 he began to be incontinent 0 
faeces. Control was regained about a week later. On 
October 26 bilateral drop-foot was noted. All the muscles 
below the knees were wasted, and the tendon and _plantat 
reflexes were absent. There was diminished sensibility below 
the knees, and the muscles were tender on pressure. At this 
time the boy became very awkward in the use of his hands 
This suggested chorea. but marked muscular wasting Was 
observed here also. The cerebrospinal fluid was examined of 
two occasions and was not abnormal. 

The patient was treated with vitamin B, in the form o 
betaxan: 450 mg. was given over a period of seven weeks 
and during that time he also received bemax. Salicylates 
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were given in moderate dosage, but not continuously. There 
was no noticeable improvement in. the neuritis, and the 
general condition steadily deteriorated. On February 26, 
1940, oedema of the legs and considerable hepatic enlarge- 
ment were seen. The patient died on March 3. 


DISCUSSION 

In chorea mollis there is not the same degree of wasting 
and there is choreiform movement at some stage. The only 
symptom in our case suggesting chorea was the clumsiness 
of the fingers. This was attributed to the obvious muscular 
atrophy. The absence of knee- and ankle-jerks is again the 
opposite of what is usually found in chorea. There was no 
palatal palsy to suggest a diphtheritic lesion, and no family 
history of ataxia. 

Gordinier (1891) described a case of acute rheumatism in 
a man, aged 31, of temperate habits. The onset was with 
typical pain and swelling of both ankles and one elbow and 
shoulder. Three months later there developed weakness and 
wasting of all four limbs, bilateral drop-foot and wrist-drop, 
and signs of mitral stenosis. Hypo-algesia over the inner 
aspect of the forearm and outer sides of the ankles was 
also present. The knee-jerks were absent. Signs of peri- 
carditis developed before death after an illness lasting four 
months altogether. The post-mortem examination showed a 
fibrinous pericarditis, mitral stenosis, and aortic stenosis. The 
ulnar, musculo-spiral, and anterior crural nerve trunks 
appeared swollen and congested. There was microscopical 
evidence of parenchymatous degeneration and _ interstitial 
neuritis. No changes were seen in the anterior horn cells of the 
cord. Pierret (1912) reported the case of a man aged 29 who 
during convalescence from two separate attacks of acute rheum- 
atism developed brachial neuritis with pain and paralysis of 
the left deltoid and extensors of the wrist. Reinhold (1926) 
described an attack of acute rheumatism in a man aged 21 
who developed a total left facial palsy. Morquio (1930) 
reported the case of a child aged 12 whose main rheumatic 
symptom was torticollis. She developed signs of a mitral 
affection and, six weeks from the onset, a complete paralysis 
of the right hypoglossal nerve. There was a permanent 
hemiatrophy of the tongue. 

In the adult it is important to exclude an alcoholic or other 
toxic aetiology. Bouchut, Froment, and Badinand (1936) 
described the case of a woman aged 44, “ paraissant pas 
entachée d’éthylisme,” who presented signs of mitral incompe- 
tence together with absent tendon reflexes in arms and legs, 
awkwardness of the fingers, and aphonia from left recurrent 
paralysis. The aphonia persisted for two months and the 
reflexes were absent for two years, during which she was 
severely ill with pericarditis and effusion, pleural effusion, and 
auricular fibrillation. She ultimately recovered. 

Gounelle and Warter (1937) reported the case of a youth of 
18 who developed paralysis of the anterior leg muscles during 
a severe attack of acute rheumatism. The knee-jerks were 
unaffected, but the ankle-jerks and plantars were absent. 
Incontinence of urine occurred in the seventh week. The 
cardiac lesion was aortic incompetence with pericarditis. He 
was given 150 grains of salicylate daily for eight weeks and 
physiotherapy in the form of hot baths, hot-air baths, and 
galvanism during convalescence. The paralysis was com- 
pletely cured in eight months. 

From this short series of cases it would seem that peripheral 
neuritis or polyneuritis may occur in the course of the more 
Severe attacks of acute rheumatism. This complication does 
not seem to influence the ultimate prognosis. In my case 
treatment with the antineuritic vitamin was without noticeable 
effect. Perhaps better results might be obtained from the 
higher dosage of salicylates employed on the Continent. 


| have to thank the Chief Medical Officer, London County 
Council, for permission to publish this case. 


Joan Bates, M.B., B.S., D.C.H., D.P.M.. 
Late Assistant Medical Officer, Queen 
Mary’s Hospital, Carshalton. 
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HUMAN PARASITOLOGY 


The Parasites of Man in Temperate Climates. By Thomas 
W. M. Cameron, M.A., D.Sc.. Ph.D.. M.R.C.V.S. 
(Pp. 182.) Toronto: University of Toronto Press. 1940. 


The author of this short textbook is professor of parasito- 
logy in McGill University, and the work is based on the 
lectures on animal parasitology given there to the students 
in the medical school. Detailed accounts are given of 
those parasites which occur in North America and Great 
Britain, and brief accounts of others which may from time 
to time be introduced from the Tropics. The book is 
intended, therefore, for the medical man who practises in 
the English-speaking temperate and subtropical zones. In 
his preface the author points out that so far parasitology 
as a subject commensurate with bacteriology has been 
taught only in schools of tropical medicine. Parasites, 
however, are not confined to the Trepics;: moreover, 
owing to more rapid and frequent communication beiween 
temperate and tropical countries it is increasingly impor- 
tant for medical men to have some knowledge of dis- 
eases which occur outside their immediate environment. 

The parasites described belong to the protozoa, hel- 
minths, leeches, and arthropods. The intestinal protozoa 
are dealt with in a clear but concise manner. The sub- 
ject of malaria is fully described and includes a summary 
of the chemotherapy of the disease as given in the report 
of the Malaria Commission of the League of Nations. 
The section on helminths is the largest and possibly the 
most useful in the book. A description is given of 
modern methods for the diagnosis of Enterobius vermicu- 
laris infestation. A very full account is given of Trichi- 
nella spiralis, an important parasite in many temperate 
climates ; thus, it is stated, a recent survey shows an infes- 
tation rate of 17%, among the inhabitants of the U.S.A. 
The morphology and life-history of the worm, the diag- 
nosis and symptoms, and the methods of prevention of 
the disease are all very completely described. The author 
considers that rats are not an important source of infec- 
tion to pigs, but that uncooked garbage containing scraps 
of infected pork is the main source of infection in these 
animals. Man is infected most usually by eating under- 
cooked pork. 

The hookworms and the disease caused by them are 
also very fully dealt with. In the description of Strongy- 
loides stercoralis no mention is made of the discovery by 
Kreis and Faust of the parasitic male worm. The section 
on arthropods is practical and concise, and contains, in 
addition to numerous line drawings, some very beautiful 
half-tone illustrations. : 

The book is well produced, being printed on excellent 
paper, and gives a clear account of the limited number 
of parasites most commonly met with in temperate zones. 


BLOOD COAGULATION IN HEALTH AND 
DISEASE 

Hemorrhagic Diseases. Photo-Electric Study of Blood 

Coagulability. By Kaare K. Nygaard, M.D. (Pp. 320; 

illustrated, 28s. net.) London: Henry Kimpton. 194}. 
This work is not a textbook on the haemorrhagic diseases 
but, as its subtitle indicates, a highly technical study of the 
coagulation of the blood in health and disease. Having 
cleared away any possibility of misunderstanding of its 
purpose, we should like to go on at once to say that it is 
an extremely valuable addition to the literature of haemato- 
logy. Dr. Nygaard has himself been engaged in investiga- 
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tions on blood coagulation for the last ten years, and in 
addition he has reviewed the literature. His book has 
been completed at a fortunate moment, for we appear to 
be on the eve of considerable advances in knowledge of 
the haemorrhagic diseases, as witness recent work on 
prothrombin, vitamins C, K, and P, and the action of 
snake venom. Coagulation is normally a potential quality 
of the blood, which is manifested only in vitro. It there- 
fore depends not only on intrinsic haematological factors 
but on external non-haematological factors. From the 
technical point of view much depends on the simplifica- 
tion and standardization of these extrinsic factors, and 
most haematologists who have worked in this field will 
agree with Dr. Nygaard that blood coagulation is best 
studied by means of recalcification of the citrated or 
oxalated plasma. 

Methods of studying coagulation can be roughly divided 
into those which depend on alterations in viscosity and 
optical methods. When plasma coagulates it becomes 
more opaque, and Dr. Nygaard has devised a photo- 
electric method by which it is possible to make a per- 
manent record or coagelgram with time markings of this 
process. With this technique coagulation can be divided 
into four phases: the period of dissociation or latent 
period, the period of fibrin formation, the rest period, and 
the period of clot retraction. The method can easily be 
adapted to the estimation of accelerated clotting or pro- 
thrombin times. After discussing the various conditions 
which modify coagulation in vitro, Dr. Nygaard goes on 
to show that coagulation is prolonged in haemophilia, 
thrombocytopenic purpura, and prothrombin deficiency ; 
the last being most commonly found in jaundice and 
melaena neonatorum. The evidence suggests that in both 
haemophilia and thrombocytopenic purpura the fault is 
due to deficiency in the thromboplastin or tissue extract 
factor. 

The writing is lucid, and the author has a disarming 
modesty, but we believe he is justified in his hope of 
having made a constructive contribution to his subject. 


BROMPTON REPORTS 


Brompton Hospital Reports. A Collection of Papers 
recently published from the Hospital. Volume IX, 1940. 
Published by the Research Department of the Hospital. 
Copies can be had from the Secretary, the Hospital for 
Consumption, Brompton, London, S.W.3, price 5s. 7d., 
post free. 
A further batch of papers recently published by members 
of the staff of the Brompton Hospital have been collected 
in Volume IX of the Brompton Hospital Reports. Ot 
topical interest are two papers on war injuries of the chest 
and on the late effects of penetrating wounds of the chest 
by J. E. H. Roberts and C, Price Thomas respectively. In 
another article Mr. Roberts discusses primary carcinoma 
of the lung; he stresses the importance of recognizing 
and investigating the early symptoms of this by no means 
rare disease (230 cases reached the Brompton and St. 
Bartholomew's Hospitals in 1938) if surgical therapy is to 
prove of avail. In a paper entitled “ The Diagnosis of 
Pulmonary Tuberculosis without Bacteriological Confirma- 
tion: Clinical Aspects,” J. G. Scadding in effect ably dis- 
cusses the differential diagnosis of pulmonary tuberculosis 
with emphasis on the atypical forms of pneumonia, to the 
study of which he has given detailed attention. Various 
aspects of tuberculosis form the subjects of most of the 
remaining papers: contact infection in childhood, preven- 
tion of pulmonary tuberculosis, its treatment by phrenic 
paralysis, the termination of artificial pneumothorax, the 
relation between pulmonary tuberculosis and pregnancy, 
and tuberculous tracheo-bronchitis. A long article on the 
relation between chronic iridocyclitis and tuberculosis, by 


W. D. W. Brooks, F. A. Juler, and E. R. Williams, wij 
stimulate interest in the subject, but the evidence presented 
cannot be considered sufficient to establish tuberculosis as 
the cause of the condition unless we assume that the 
tubercle bacillus or some form of this organism is capable 
of producing tissue reactions different from those usually 
found. An illustrated article on diseases of the middle 
lobe of the right lung and interesting case reports com. 
plete the contents of the volume. The usual statistical 
tables summarizing the work of the hospital have been 
omitted this time, no doubt because of the extent the war 
has interfered with that work. 


FEAR AND FAITH 


By John A. Ryle, M.D. (Pp. 95, 
George Allen and Unwin, Ltd. 


Fears may be Liars. 

3s. 6d. net.) London: 

1941. 
That fear is defensive and pain protective in origin may 
well be recognized in medical circles, but it is good, par- 
ticularly at the present moment, that the implications from 
this dictum should be elaborated in language suited to 
the general reader. Taking his title from Clough, Pro- 
fessor Ryle has done this in Fears may be Liars, and 
comes to conclusions that might be summarized in Sir 
Philip Sidney’s words, “ Fear is more pain than is the 
pain it fears.” The Elizabethans feared death as the end 
of an exciting adventure, the Victorians compensated for 
that fear by absorbing interest in personal immortality ; 
here is a creed expressed in terms which will comfort and 
reassure those to whom the dogmas and consolations of 
orthodox religion have ceased to carry conviction, com- 
bined with medical evidence that deprives the moment of 
ceath of much of its sting. To this is added a robust 
faith in the value of life, and a zest for living not merely 
as an individual but as a member of a community that will 
persist. That fear may be best resolved by effective and 
collective action is a lesson we are all learning to-day. 
When Sir Edward Grey said in 1914 “ the lights in Europe 
are going out one by one™ he was more prophetic than 
he knew, and this book has been written, in the author's 
own words, “for ordinary men and women who, in this 
their finest hour, yet find themselves groping in the black- 
out of the mind for a match or a torch to guide them 
towards a friendly door.” A tract for the times, sym- 
pathetically conceived and finely expressed. 





Notes on Books 


A second edition of The Care of the Aged, the Dying, and 
the Dead, by Dr. AtereD Worcester, is published in 
this country by Bailligre, Tindall and Cox. The text of this 
book is contained in seventy-four pages and about 15,000 
words. The price charged for it is 8s., which, making allow- 
ance for transit across the Atlantic in wartime, is too high 
for most pockets. A single reading will be of value to many. 
and it is a pleasant exercise, for the American publishers have 
fulfilled their desire to present a volume which, as to type. 
paper, and binding, is appropriate and satisfactory, and the 
author's style is agreeable and easy. On its first appearance 
in 1935 the book was reviewed in this Journal. The fact of @ 
second edition being published shows that it performs a useful 
service in directing attention to certain regions of medical 
practice which are neglected in most ordinary textbooks. Ith 
intended mainly for the instruction of senior students and 
young practitioners in the art of practice rather than as an) 
contribution to the science of medicine. The author's sugges 
tion of the need for specialization in the field of practice dealt 
with can scarcely be approved; but if the reader is nol 
offended by his initial statements that “the advance of medr 
cine is now furthered only by specialists” and that in the 
particular fields of the general practitioner “neither medical 
science nor the art of practice advances,” and if he will allow 
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for a not infrequent exaggeration of statement, he will find in 
its three chapters some sound and helpful suggestions which 
increasing experience will enable him to profit by and to 
extend, 


Messrs. A. and C. Black, Ltd., have issued a new series of 
little books entitled Nature at Work, by E. M. STEPHENSON, 
M.Sc., in which “ Nature study is blended with a simple 
account of farming and gardening activities.’ They are 
intended to be read by junior pupils from 7 to 11 years of 
age, and constitute an admirable and attractive introduction 
to the subject. They are suitable for use in both urban and 
rural schools. Book IIL (2s.) has been sent to us for notice, 
and it seems excellent for its purpose and likely to attract and 
enhance the interest of junior scholars in Nature study. Its 
subjects and the order of their consideration are miscellaneous 
rather than systematic. They include the soil and the farm, 
the sea-shore and the fish shop, and, of course, both plants 
and animals. Illustrations are abundant and appropriate. 
Though there are only three books in this series there is a 
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more substantial small volume entitled Nature Study and 
Rural Science, by the same author (3s.), issued as a 
teacher's book for a four-years course. This is excellently 
designed and should prove of very great value to the teacher 
in arranging and conducting such a scheme of work. It 
contains hints for preliminary lessons, a commentary on each 
book of the series amplifying the text and exercises and sug- 
gesting further practical work, together with a scheme for 
suitable field work. 


A new edition of Dr. E. B. CLAYTON’s Actinotherapy and 
Diathermy for the Student has been published by Bailliére, 
Tindall and Cox at 8s. 6d. It is a pleasant and practical 
outline for students of massage. Since the publication of the 
first edition, short-wave diathermy has been added to the 
syllabus of the C.S.M.M.G. examination, and the last chapter, 
dealing with this subject, has accordingly been rewritten. The 
book will prove of real value to those for whom it is 
intended, both in preparing for examination and in the earlier 
years of practice after qualification. 


Preparations and Appliances 


STRETCHER-SLING FOR USE IN CASUALTY EVACUATION TRAINS 


Dr. M. HAWKE (train medical officer, Casualty Evacuation 
Train No. 9, Ministry of Health) writes: 

Since the beginning of the war various methods have been 
suggested for suspending and reinforcing stretchers in casualty 
evacuation trains, and the accompanying diagrams illustrate 
anew type of stretcher sling which combines the merits of 
extreme simplicity and economy. 

Each sling is made by splicing with four tucks a length of 
white sisal rope measuring approximately three yards, and 








Fic. 1.—Diagram of the standard rope sling. 
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Fic. 2.—Foot of stretcher raised nine inches; head of 
stretcher raised three inches. 





thereby producing three loops. as shown in Fig. 1 of the 
accompanying illustrations. A single strand of this rope will 
support over 18 cwt., and will stretch to the extent of only 5 

It will be observed that by varying the method of application, 
and also the number of turns of the loops in relation to the 
Supporting stretcher handle, a patient can be supported, or 
Suspended in the stretcher, in almost any desired position. 


These slings serve the important function of insulating the 
stretcher and its occupant from vibration when the train is 
in motion, and they also serve, with the assistance of rolled 
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Fic. 3.—Stretcher suspended in the horizontal position about 
four inches from floor of coach. Swaying is prevented by 
placing a rolled blanket under each end of stretcher. 














L— LUNG LOOP 















—_——— 





Fic. 4.—For conveyance of patient in the Fowler position. 


blankets or pillows, as efficient but less cumbersome substitutes 
for bed-rests. 

I gratefully acknowledge the courtesy of the Hospital Officer, 
Ministry of Health, Leeds, for permission to publish these 
notes, and would extend my appreciation to Messrs, British 
Ropes Ltd. for providing the necessary material for use 
throughout the train. 
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CRYSTALLINE ENZYMES 


It is a commonplace nowadays that maintenance of the 
life of all living things depends upon physical and 
chemical processes which are made possible by a series 
of catalysts elaborated by the organisms themselves. 
From this point of view the living body as a whole may 
be called an autocatalytic machine. Whereas these 
catalytic agents deal primarily with the normal neces- 
sities of the organism, it is remarkable how readily 
they can be adapted to deal with substances adminis- 
tered for various purposes and normally foreign to it. 
Although it is inevitable that we should study the cata- 
lytic reactions in the body separately, no significant 
picture of them will be obtained until they can be fitted 
into the total scheme of the living unit. The con- 
struction of such an understandable scheme will be a 
laborious process. At present a number of aspects of 
the subject have been clarified. The complicated 
system of enzymes, about whose nature and action 
there has been so much controversy, are vital to the 
sequence of metabolic events in the organism. From 
the present standpoint all these arguments seem a 
waste of energy. Until recently all the experiments 
were performed with very crude preparations ; thus, 
although there may have been much truth in what each 
disputant maintained from his experiments, no finality 
could be reached until preparation of the pure enzyme 
was made possible. 

When, in 1926, Sumner isolated from soya bean 
a crystalline cell catalyst which appeared to be identical 
with urease, the enzyme which rapidly decomposes 
urea into ammonia and carbon dioxide, a new field of 
enzyme research opened. Pepsin was isolated and 
crystallized shortly afterwards, and in the succeeding 
years pepsinogen, trypsin, and other pancreatic enzymes ; 
papain (kathepsin), amylase, lysozyme, and others were 
crystallized. Northrop,’ who has been in the fore- 
front of this work, states that, so far as is known now, 
these enzymes are simple proteins—that is, they do not 
embody groups other than amino acids. The enzymes 
are catalysts of hydrolytic processes; for example, 
trypsin acting on proteins with the characteristic link- 
ages (-CO-NH-) splits them and adds the molecule of 
water thus: (~CO-NH-—)+H,O-(—COOH)+ (-NH.). 
Catalase, an enzyme which catalyses the reaction 
2H,O,-2H,0+0,, and tyrosinase, which splits the 
amino acid tyrosine to form derivatives of catechol, 
have also been isolated and crystallized. They differ 
in structure from the hydrolytic enzymes in that they 
are conjugated proteins (haemoglobin is a conjugated 
protein—the protein globin + the prosthetic group 
haematin). 

The significance of these isolations and crystalliza- 
tions of enzymes depends upon whether it can be 











Johns Hopk. Hosp. Bull., 1940, 66, 207. 


“DHE BRITISH 
MEDICAL JOURNAL 


— 





demonstrated unequivocally that the substances ob. 
tained are chemical individuals and possess the specific 
properties attributed to the enzyme. So long as the 
purity is in doubt it is open to critics to object that 
the active enzyme is adsorbed on the protein and 
responsible for the activity. The criteria for purity 
of an organic compound cannot be applied to these 
enzyme proteins, or indeed to any protein. Hence 
other criteria must be used (for example, solubility 
curves) which are not absolutely satisfied even by such 
well-studied proteins as haemoglobin and egg albumen, 
If the deviations from theoretical requirements are no 
greater than those observed for the purest specimens of 
the latter, then comparative purity can be inferred. In 
at least one case (chymo-trypsinogen) the correspond- 
ence to theoretical requirements is very close and indi- 
cates that this protein is one of the purest ever isolated. 
Other methods (sedimentation in the ultra-centrifuge ; 
rate of migration in the electrophoresis cell) are also 
used to test for purity of proteins, but are perhaps 
not so reliable as the solubility test. These various 
methods do not always give results consistent one with 
the other: thus crystalline pepsin, which appears to be 
a chemical individual by the sedimentation and electro- 
phoresis test, is shown to consist of two or more 
components by the solubility test. Clearly more work 
is necessary to establish once and for all that enzymes 
are definite chemical individuals, though it looks as if 
it is a Mere matter of time before this is done. 

The familiar fact that heat destroys the activity of 
enzymes and that they have an optimum range of 
reaction (pH) for their activity is demonstrable also 
with the crystalline preparations. The fact that the 
crystalline preparations can be inactivated by other 
proteolytic enzymes also points to a very close relation 
between the protein and the enzyme. These and other 
findings suggest strongly that the enzymatic activity is 
vested in the protein molecule itself, but it is, as 
Northrop states, impossible at present to say what 
chemical structure is first responsible. By introducing 
certain groups and elements—for example, acetyl 
groups and iodine—into the molecule, and by deter- 
mining the effect on activity, it can be shown that the 
free amine groups are not necessary for the activity, 
but that the phenolic groups (for example, the —OH in 
tyrosine) are. A very interesting consequence of the 
crystallization of enzymes has been the clearer picture 
that can now be obtained of the puzzling phenomenon 
of the activation of pancreatic trypsinogen. The older 
experimenters showed that freshly secreted pancreatic 
juice is inactive and is activated by the so-called entero- 
kinase present in extracts of the small intestine. This 
classical experiment, using other pancreatic juice of 
amorphous preparation of pancreas, is repeated by 
every class of chemical physiology. It has now been 
demonstrated that amorphous preparations contain 
traces of a substance (this has also been isolated in 
crystalline form) that inhibits trypsin. Crystalline 


trypsinogen, however, freed from such inhibitor, is 
activated in neutral solution by the most minute trace 
of trypsin, and autocatalysis proceeds uninterruptedly. 
In the case of in vivo activation of pancreatic juice by 
enterokinase, the old controversy whether this is aa 
enzymatic reaction or whether active trypsin is a com 
pound of trypsinogen and kinase (stoichiometric view) 
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gems at least in part to have been cleared up. By 
ysing purified materials Kunitz has found that con- 
fusion arose because an inert protein and the active 
trypsin are formed simultaneously. The relative 
amounts of the two depend ‘upon the acidity of the 
reaction mixture. The active trypsin preponderates in 
jightly acid condition, while the inactive protein 
appears in greatly increased quantities in neutral or 
Jightly alkaline conditions. The isolation and crystal- 
lization of pepsinogen were followed by the proof, con- 
firmatory of the earlier work on crude preparations, 
that it has no proteolytic activity, and that it is con- 
verted to active pepsin in slightly acid solution. The 
progress of the activation is made possible by the initial 
formation of a trace of pepsin, which then starts the 
activation of the remaining pepsinogen—that is, the 
reaction is autocatalytic. This activation is accom- 
panied by a splitting-off of nitrogenous compounds, so 
it is probable that the formation of the active enzyme 
from the inactive precursor involves rupture of some of 
the peptide linkages in the latter. 

Thus, with the progress made in the isolation and 
crystallization of what is likely to be established as the 
enzyme proper, and with the elucidation of the pro- 
cesses of activation of inactive precursors, enzyme 
action will be reduced to the physics and chemistry of 
a special kind of catalysis. These enzyme proteins 
must possess peculiarly active groups or configurations, 
perhaps made available for action by the characteristic 
temperatures and pH requirements, which permit of the 
formation of combinations with the substrates so that 
rupture at certain points of the molecule of the latter 
occurs rapidly in an aqueous medium. Much of the 
old ground will, we imagine, have to be gone over, 
using crystalline enzyme proteins, before a reasonable 
hypothesis is forthcoming. The great advance so far 
has been that enzymes need be regarded no longer as 
mysterious agents working in a way which puts the 
chemist to shame, but as clear-cut chemical entities 
which are amenable to the methods of investigation 
already familiar to us but requiring a much more pro- 
found understanding of protein chemistry and physics 
than we yet possess. 














SOCIAL FACTORS IN MEDICINE 
The correspondence which has appeared in our 
columns under the titlke “Medicine in a Changing 
World” reveals some difference of opinion as to the 
functions of the medical profession in relation to the 
community it serves. There can, at least, be no doubt 
about our duty to find out if individual patients are 
80 affected by their physical environment or by mental 
Stress that their recovery from somatic disease is 
hindered ; and to compile and broadcast such scienti- 
fically ascertained facts as indicate the extent to which 
the well-being of the people is adversely influenced by 
social circumstances. In the field of nutrition, for 
instance, it is our task both to keep our patients right 
and to make known to the whole community the 
physiological facts and their relation to economic and 
social circumstances without knowledge of which they 
Cannot properly order their lives. It was the work of 
James Lind that enabled Captain Cook to make his 
famous voyages with an unprecedented freedom of his 
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crews from scurvy, and Lind and John Pringle showed 
by their rules of hygiene for the navy and army how 
typhus could be controlled in any community. About 
the same time Percival, Ferriar, Currie, Haygarih, and 
Thackrah were piling up evidence of the deleterious 
effect on health of the evil state of the towns and 
factories. The medical observations of these men led 
to their open advocacy of reforms which were later 
effected through the political efforts of men like 
Shaftesbury and the administrative persistence of 
Chadwick and Simon, himself the first medical man to 
hold high public office. But perhaps no single indi- 
vidual had more influence on the character of the great 
public health movement of the nineteenth century than 
John Snow, who appears to have been less concerned 
with propaganda than with proving by scientific inquiry 
that cholera was a water-borne disease. Whatever 
may be the best attitude for the profession in these 
matters there can be no question that the effect of 
environment on health and recovery from disease is 
a subject of intimate concern to them and that it ought 
to be in the forefront of their minds from the very 
beginning of their student days. In some of the pro- 
vincial schools, and especially in the Scottish universi- 
ties, where there was intimate contact with civic life, 
the older clinicians who had lived and worked through 
the squalor and epidemics of the industrial revolution 
carried their experience to the classroom and the bed- 
side. But when sanitation had solved its grosser 
problems and public health became a_ specialty, 
students, if they were taught preventive medicine at all, 
were often bored with disquisitions on the technique 
of a subject they foresaw no prospect of practising. 
In spite of lip-service to the unity of preventive and 
curative medicine the practice of hygiene has increas- 
ingly parted ways with the practice of clinical medicine. 

That there is a close connexion between successful 
therapy and the domestic and occupational surround- 
ings of patients has been recognized in hospitals by the 
establishment of almoners, whose business it is to 
gather the facts for the use of the clinician and to try 
to establish so far as possible the milicu which will 
favour the maximum restoration to full health and 
least exposure to relapse. The Americans have 
accepted more whole-heartedly than we have the idea 
of the social service department in a hospital, and, 
above all, its place in the teaching of medical students.’ 
And yet Dr. Edward L. Bortz, physician in the 
Lankenau Hospital, Philadelphia, deplores the fact that 
still only eleven medical schools in the U.S.A. arrange 
for their social workers to participate in the training 
of medical students.“ From a study of 200 patients 
suffering from cardiovascular, diabetic, gastro- 
intestinal, respiratory, nervous, and other conditions, 
he concludes that 75% were affected by social circum- 
stances aggravating their medical state and impeding 
their recovery. These ranged from absence of 
economic secutity, bad physical surroundings, physical 
strain, and lack of assistance, which are of the same 
order as those defects which engrossed the minds of 
our forerunners, to marital or family conflicts, fear of 
dependancy from sickness, uncongenial employment, 
solitude, and personal inadequacy (which presumably 
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means inability to adapt oneself to a way of living). 
The community, of course, makes local provision for 
dealing with some of these problems. Bortz, however, 
is convinced that in many cases education of the patient 
and his family by the doctor with the assistance of 
the social worker is essential for any lasting improve- 
ment, and he also advocates an intensive and wide- 
spread educational campaign to impress upon the laity, 
rich and poor in all walks of life, that sound health 
is very largely a matter of their own responsibility. 
Some additional means have to be found of reaching 
those whose interest is enlivened by the presence in 
their homes of an immediate medical problem, not of 
a nature or at a stage within the scope of hospital 
treatment. Here is the realm of the general practi- 
tioner, who learns by experience and knowledge of 
the families under his care how they are affected by 
minor strains and sorrows of life as well as the slings 
and arrows of outrageous fortune. He comes to know 
for his own area where to direct them for assistance. 
But he has to find out most of this for himself in the 
hard ‘school of practice. The medical schools of Great 
Britain, being centred on hospitals, make little contact 
possible between the student and the patient’s environ- 


ment, even if they have an almoner’s department. The 
“clinical case studies” of the more _ progressive 


American schools, which take the student to the social 
service worker, to the home or the works, and even 
force him to examine the public health organization of 
his area, do not seem to have been adopted by any 
school in this country. The young graduate goes out 
into the world largely ignorant of the effect of circum- 
stances which are as likely to affect 75%, of domiciliary 
patients as of those in hospital. It is not enough, 
however, that this should be put right. Medical prac- 
titioners cannot deal fully with such matters single- 
handed. For one thing, inquiries and guidance of the 
kind needed are too time-consuming. Further, al- 
though many patients or their friends will tell some 
things most readily to their doctors, others speak more 
freely to a sympathetic woman with a non-medical 
training. The association of workers of this kind with 
the field of domiciliary medicine is one of the com- 
ponents to be considered in the post-war reconstruction 
of medical practice which is in all our minds. 











AMERICAN DOCTORS FOR BRITAIN 


In a written Parliamentary reply to Sir Henry Morris- 
Jones, Mr. Ernest Brown, the Minister of Health, 
outlining the recommendations of the Robinson Com- 
mittee, referred to the recruitment of medical practi- 
tioners from the U.S.A. as a new factor in regard to 
which action should be taken as quickly as possible. 
There is every indication that the response on the part 
of American doctors to the appeal for service in this 
country is warm and spontaneous. These men will 
come over full of enthusiasm, and may expect to be 
thrown into the front line of the medical effort almost 
immediately on arrival. There can be no doubt at all 
that the help of these American doctors is needed, even 
with careful reorganization of our own medical per- 


sonnel on the lines of the recommendations made by 
the Robinson Committee. Their services will be used 
chiefly in the R.A.M.C. Some will find employment in 
the Indian Medical Service and Colonial Medical 
Services. It is, however, important that they should 
have a clear idea of conditions here, and of the inevit- 
able waiting periods that must occur at those times 
when the activity of the enemy slackens both in this 
country and in the theatres of war over-seas. It is a 
fact that many officers in the R.A.M.C. find time 
hanging heavy on their hands. And it is also a fact 
that this cannot always be avoided, because they have 
to be kept ready for action and no one can foretell 
when the action will come. It is also possible that 
doctors straight from active practice in clinical medicine 
do not readily adapt themselves to the task of main- 
taining the fitness of bodies of men. who are mostly 
free from ailments, and do not realize that this is 
a field which ought to occupy their time profitably, 
Nevertheless complaints have been heard from doctors 
in the Army that scope is not given them for the full 
employment of their professional skill, and that much 
of their time is taken up with routine administrative 
duties. This may in part be due to the inflexibility of 
the Army machine and its reluctance to adapt itself 
to the peculiar conditions of the present war, when the 
brunt of the attack is being borne by the civilian popu- 
lation. But the conditions of military medical practice 
differ from those of civilian practice, and the temporary 
R.A.M.C. officer has to adapt himself to “a style of 
life’ that is determined by many factors outside his 
control. 

Although it is understandable that the civilian doctor 
turned officer does not take readily to administrative 
duties, the regular R.A.M.C. officer realizes the neces- 
sity for retaining these under his own control if 
efficiency is to be maintained. The burden of the 
complaint, however, is not so much that office duties 
interfere with professional work, but that in the average 
general-duty appointment there is not enough work to 
go round. For our part we should understand that 
American doctors come from a country different in 
traditions and outlook, although sharing a common 
tongue and a common heritage, and we cannot expect 
them to take for granted the peculiarities of the British 
temperament and the occasional obtuseness of the 
official mind. It is important, therefore, that they 
should have every opportunity for professional service 
and that consideraiion be given to the kind of work 
they wish to ‘do and where they are to do it. Special 
staff officers should be appointed to look after their 
interests and to satisfy themselves that the best possible 
use is being made of their skill and knowledge. This 
may be done by frequent visits to stations where they 
are serving and by friendly unofficial conversations. 
If, by reason of an incomplete understanding of the 
situation, they come to feel that they are not being 
fully employed, the repercussions on their friends and 
colleagues in the U.S.A. might not be altogether favour- 
able to us. It is to be hoped, therefore, that the quick 


action to which the Minister refers would be to give. 


these colleagues of ours the fullest opportunity for 
“ quick action ” in the actual medical and surgical work 
they desire to perform. 
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IMMUNIZATION AGAINST TUBERCULOSIS 


A somewhat neglected field of preventive medicine in this 
country is protection against tuberculosis by active im- 
munization. This can only be considered necessary for 
restricted classes of individuals, among whom children in 
tuberculous families are the most important, and medical 
students and nurses may also be included. It has been 
amply demonstrated experimentally that some degree of 
resistance to infection can be produced either with a 
simple vaccine composed of killed tubercle bacilli, or by 
inoculation with living but avirulent organisms. The 
BCG. strain, a bovine tubercle bacillus the virulence of 
which has been reduced almost to nil by prolonged arti- 
ficial cultivation, has been extensively used in France for 
this purpose, although with results which it is almost im- 
possible to assess. Apart from attenuation in culture, 
another cause of reduced virulence not only in tubercle 
bacilli but among micro-organisms generally is origin 
fom or habituation to another animal species. Those 
who remember the “turtle bacillus” vaccine will know 
that this possibility has not been altogether unexplored 
in tuberculosis ; the cold-blooded type of tubercle bacillus 
is probably too distant a relation of the human or bovine 
to produce the necessary response. Evidently in quite a 
different category is the vole acid-fast bacillus discovered 
by A. Q. Wells. The position of this organism, which 
is the cause of an epidemic disease among wild voles, 
was at first uncertain, but it is now regarded as a distinct 
type of tubercle bacillus. Only large doses of 5 mg. or 
more cause progressive disease in guinea-pigs, and it was 
thus naturally of interest to inquire what effect sublethal 
inoculation with the vole bacillus has on subsequent infec- 
tion with human or bovine bacilli. The first results of 
experiments on these lines by A. Q. Wells and W. S. 
Brooke' are very striking. Guinea-pigs were given four 
weekly injections of living vole bacilli, making a total 
dose of 2 mg., and inoculated with virulent human or 
bovine tubercle bacilli five months later. Another group 
of animals was treated in the same way with B.C.G., the 
total dose being 30 mg. Unfortunately the scale of the 
experiment was reduced by intercurrent disease, and it 
had to be terminated abruptly at the outbreak of war, 
all the animals consequently being killed eleven weeks 
after the infecting dose. The findings at this stage are 
nevertheless remarkable. Unvaccinated controls had ex- 
lensive generalized tuberculosis ; animals immunized with 
BCG. also had generalized infection, although in a less 
advanced stage: but of fifteen guinea-pigs immunized 
with the vole bacillus, seven of which were inoculated 
with virulent bacilli of human type and eight with bovine, 
wo showed no lesions at all, nine had only a small 
abscess at the site of inoculation, and the remaining four 
had in addition small visceral tubercles. The degree of 
fesistance produced by living vole bacilli—at least as indi- 
tated by the course of infection during the first three 
months--is therefore much greater than that attainable 
with B.C.G. These observations have been extended by 
A. S. Griffith and T. Dalling.* Using somewhat larger 
immunizing doses of vole bacilli, and a much larger sub- 
sequent inoculum of virulent bovine bacilli, they found 
only local or early generalized infection in guinea-pigs 
killed after ninety-four days, by which time all unvacci- 
nated controls had died of tuberculosis. In another series 
of guinea-pigs the total survival period was determined : 
all the vaccinated animals died of tuberculosis in periods 
Varying from 109 to 225 days, with an average of 152: 
for controls the figures are 67 to 111, average 87. These 
authors have also made similar observations in calves, 
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vaccinating them with the vole bacillus by either sub- 
cutaneous or intravenous injection, and later administer- 
ing virulent bovine bacilli by the mouth. Whereas 
unvaccinated controls developed extensive glandular tuber- 
culosis, the vaccinated animals were found to have either 
no lesions at all, or only a few scattered foci in mesen- 
teric glands. All these results are highly encouraging, 
and if more extensive experiments confirm them field trials 
in cattle on a large scale will be amply justified. It is 
reasonable to hope that the vole bacillus may be equally 
non-pathogenic and yet an effective immunizing agent in 
the human subject, but no direct evidence of this is yet 
forthcoming. 


HYSTERICAL CONTRACTURE IN WAR 


One outstanding medical achievement of the last war 
was Sir Arthur Hurst’s discovery that the so-called 
“reflex paralysis,” described by French neurologists as 
occurring in connexion with wounds without actual injury 
to the nerve, was not really reflex at all, but the result 
of hysterical perpetuation of a posture resulting from 
pain or spasm, or simply from splinting in a given posi- 
tion. The patient, so to say, does not realize when he 
has recovered, and maintains his posture and habit long 
after the need for it has departed. Sir Arthur Hurst 
showed not only that the limb can be restored to normal 
position and function by persuasion and explanation, but 
that the associated trophic changes can also be abolished 
by this means. It is important that at the present time 
this should be widely known, especially to surgeons and 
orthopaedists, so that reflex paralysis may not again 
appear in the catalogue of war disabilities. Observations 
on “reflex paralysis” show how it comes about that 
hysterical contractures of this type—that is, not primarily 
structural but volitional—can so often occur. Actually 
not volition but postural habit is involved, and no 
question of fatigue or of conscious co-operation need 
arise. This implies that the causes which Hurst described 
in the last war were psychologically of a simple kind and 
that the sufferers lacked positive motive for the continu- 
ance of their disability. If this were not so they would 
not have lost their disability so readily, or they would 
have replaced it by symptoms of another kind. The 
desire to escape from the Service or from some aspect of 
it could hardly have been present in individuals who were 
so readily cured without residual symptoms. It seems 
desirable to add this caveat so that doctors now treating 
such conditions may not be surprised if, while the war 
lasts, their efforts are less uniformly and immediately 
successful than those described in Hurst's classical paper.’ 
The original work in fact, while recognizing psychological 
factors, ignored the possible existence of unconscious 
motives, 

In a short restatement of his views recently published,’ 
Sir Arthur Hurst gave some additional observations which 
are worth noting. The fact, for example, that the spasm 
of tetanus may be perpetuated hysterically is an excep- 
tion to the rule that a hysterical paralysis is always such 
as can be imitated voluntarily with exactitude. Hysteri- 
cal contractures described by him occurred frequently in 
normal men without any personal or family history of 
predisposition, whereas most war neuroses occurred in 
the martial misfits. Too little attention seems to have 
been paid in the last war to this matter of predisposition, 
which Hurst did not fail to note. Physiotherapists of 
all types would do well to notice his observation that they 
sometimes fail to enlist the active co-operation of the 
patient, who is too often allowed to lie back passively and 











) Brit. J. exp. Path., 1940, 21, 104. 
2J. Hyg., Camb., 1940, 40, 673. 


' Brit, J. Sura. W9i9, §, $79. 
7Clin. J., 1941, 70, 29. 
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expect the apparatus or the masseur to do all the work. 
An interesting explanation is suggested for the alleged 
breaking down of adhesions in manipulated joints, 
whether these are disabled from functional or organic 
causes. What is heard may be the tearing of ligaments 
rendered brittle, so to speak, by circulatory stasis. If 
the stasis can be abolished first of all by encouraging 
the patient to move the joint, the sound of tearing is no 
longer heard. 


ACUTE BILATERAL ADRENAL HAEMORRHAGE 


A case of supposed malignant measles recently described 
in the Journal (March 8, p. 380) led a number of corre- 
spondents to point out that the facts were more consistent 
with a diagnosis of acute bilateral adrenal haemorrhage, 
the so-called Waterhouse-Friderichsen syndrome. This 
condition is probably more common in this country than 
is generally supposed. Some 70% of the published cases 
were associated with meningococcal infection, and during 
the present epidemic, or high endemic, meningococcal 
prevalence the proportion is‘likely to be nearer 100%. 
A recent comprehensive review by Lindsay er al.' adds 
four infections with meningococcus, two with H. influenzae, 
and one with N. flavus II to the ninety cases previously 
published. The haemorrhage in the adrenals was bilateral 
in 95% of the reported cases, but its degree varied from 
petechial haemorrhages to a large bleeding which con- 
verted the organ into a “blood cyst.” In the milder 
degrees of haemorrhage the medulla was more involved 
than the cortex. All but one of the published cases were 
fatal and verified post mortem, but there seems to be no 
reason why some of the milder cases should not recover, 
as we can now combat the causal infection so much more 
effectively. 

The syndrome has been chiefly found in infants and 
young children, 70% of the patients being under 2 years 
of age and only 10% being adults. The onset is that of 
a sudden fulminating infection. A_ previously healthy 
child vomits or wakes from sleep with a cry, is fretful, 
refuses food, and has a slight elevation of temperature 
and increased respiration rate. There may be some 
abdominal pain and diarrhoea, or even chills and con- 
vulsions. Physical signs at this stage are absent, but the 
child is obviously critically ill. In about half the cases 
cyanosis of lips and finger-nails occurs within a few hours 
of onset, and in all cases shock and collapse rapidly 
supervene. Within eight to twelve hours petechial and 
purpuric spots can be seen on the face, trunk, and limbs, 
and soon larger purpuric areas up to half an inch or 
more in diameter appear. Concurrently the patient gener- 
ally lapses into stupor and coma. At this stage there 
may be slight neck rigidity, but more often there is 
muscular flaccidity. The spinal fluid is often clear, and 
the cell count averages 50 to 100 per c.mm. with a pre- 
ponderance of polymorphs. The meningococcus or, 
rarely, other organisms (chiefly S¢tr.. haemolyticus, H. in- 
fluenzae, Staph. aureus, or the pneumococcus) may be 
cultured from the spinal fluid or from the purpuric 
blotches. There is a polymorphonuclear leucocytosis. A 
low blood sugar is a valuable diagnostic sign when it 
occurs. The adrenal haemorrhage may happen at any 
Stage after the appearance of the rash, generally within 
a few hours. The pulse then becomes weak, irregular, 
and of low tension, or it may be imperceptible. An 
attempt should be made to measure the blood pressure: 
complete absence of sounds strengthens the diagnosis. 
Too often there is little time to institute the therapy which 
is indicated. This consists of (1) intravenous sulpha- 
pyridine or sulphathiazole to combat the invading 





1 Amer. J. med. Sci., 1941, 201, 263. 


organism ; (2) adrenal cortical extract or its equivalent 
in doses of 10 c.cm. or more twice daily—intravenously 
if possible—and perhaps adrenaline as well ; (3) saline and 
glucose solution intravenously. Carey* reported a re. 
covery in a female aged 27 years after treatment on these 
lines; until it has been tried out on many more cases it 
will be impossible to assess the value of adrenal and 
sodium therapy. G. E. Harris,’ however, claimed three 
recoveries in meningococcal cases of the syndrome with 
imperceptible pulse on admission. Another recovery in 
an adult (unpublished) took place recently. In this case 
there was uncontrollable vomiting, muscular pains, a pro- 
fuse generalized purpuric rash with some large patches, 
and a blood pressure that could not be recorded. “All 
claims of recovery should be well documented in order 
that there may be no reasonable doubt of the diagnosis, 


ATRIAL SEPTAL DEFECT 


In the past, patent foramen ovale, which has no effect on 
cardiac function, has been confused with atrial septal 
defect, a truly congenital and important cardiac lesion, 
Until a few years ago it was rarely diagnosed in life, yet, 
according to D. E. Bedford, C. Papp, and J. Parkinson, 
it is the commonest of all such lesions. Their account, 
which is based upon fifty-three cases, including ten 
necropsies, shows that most of the cases occur in females, 
and that death from heart failure is not usual before early 
adult life or middle age. The heart may be quite large 
and yet symptoms remain slight for a considerable time. 
Clubbing of the fingers and cyanosis are usually absent 
until a late stage, and murmurs, if present, are due not to 
the defect itself but to associated changes in other parts 
of the heart and vessels. The apex beat is often forcible 
and displaced to the left, and is then produced by the 
hypertrophied right, and not the left, ventricle. In the 
absence of hypertension, or a history of it, or of aortic 
valve lesions, this type of apex beat is a small clinical clue 
to the diagnosis. Mitral stenosis was present in a high 
proportion of the cases in addition to atrial septal defect, an 
association which has been noted by others, and in these 
auricular fibrillation may occur. But this arrhythmia may 
develop in the older patients with atrial septal defect alone, 
in contrast to other forms of congenital heart disease, in 
which fibrillation is almost unknown. Radiological exam- 
ination reveals the characteristic changes, and on this a 
correct diagnosis largely depends. It shows the main and 
branch pulmonary arteries to be considerably enlarged, 
and in the latter pulsation may be conspicuous in the hilar 
regions. The left lower cardiac contour is prominent and 
is formed by the right ventricle: the left auricle is not 
enlarged and the lung fields not congested. The changes 
in the electrocardiograph are of greater diagnostic value 
than in most other forms of congenital heart lesion, the 
chief being right axis deviation, partial or complete right 
branch block, abnormal P waves, and prolonged P-R 
interval. The differential diagnosis is from other causes 
of moderate or great enlargement of the pulmonary artery. 
The implication of this interesting account is that atrial 
septal defect should be recognized more often. No doubt 
it will be when it is more widely appreciated that, as in 
some other forms of heart disease, the x-ray appearances 
alone can establish the diagnosis. 


We regret to announce the death of Dr. George Lovell 
Gulland, emeritus professor of medicine in the University 
of Edinburgh and consulting physician to the Edinburgh 
Royal Infirmary. 


ia, 





2 Ann. int. Med., 1940, 13, 1740. 
* Proc. roy. Soc. Med., 1940, 33, 561. 


* Brit. Heart J., 1941, 3, 37. P 
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WHITHER WELFARE? 
BY 


CICELY D. WILLIAMS, D.M., M.R.C.P., D.T.M. & H. 


Lecturer in Paediatrics, College of Medicine, Singapore 


* Society must measure its well-being in terms of the 
health of its children..—McCo.iium. 

“Medicine, when confining itself to the study of 
disease, amputates a part of its own body.”—CarreEL. 
* Paediatric practice offers the widest and most funda- 
mental opportunities for the prevention of disease.” 
—ROLLESTON. 


Twenty years ago there were many subjects that seemed 
to be well established and well developed, including 
Christianity, the classical virtues, and medicine. Within 
the last few years, and more particularly within the last 
few months, they appear to have become younger, less 
mature, more urgent. 

One of the most serious problems we have to face is 
that of economics. Will all medical and social services 
be drastically reduced? Can we any longer afford our 
plethora of general hospitals, small, voluntary, special, 
municipal hospitals, homes, sanatoria, school clinics, 
treatment centres, créches, nurseries, chemists’ shops, 
doctors, nurses, masseuses, bone-setters, faith healers, 
patent medicines, patent foods—in fact all the para- 
phernalia that purveys health, from the most devoted 
and sincere to the most commercial and quackish? 
Will the war result in a serious curtailment of all the 
amenities of life, all the advantages of our civilization? 
Or will it precipitate the formation of a health service 
that will gain in efficiency what it loses in complications, 
redundancy, wasteful expenditure of time, energy, emotion, 
and vested interests? 

It is essential for us to part with all our preconceived 
ideas, however painful the operation may be, and, by 
employing all the perspicacity and all the common sense 
we can command, to classify desirabilities in their most 
intelligent order. 


The Function of Medicine 


Time was when to cherish the poor, to alleviate 
suffering, to feed the hungry, was looked upon as a means 
of salvation for the righteous rather than as an obligation 
of the citizen and a duty of the State. The modern State 
realizes that the health and well-being of its citizens, 
whether they be rich or poor, are an important asset. In 
former days legislation was only concerned in protecting 
the health, the happiness, and the property of those who 
were not fortunate enough to possess these things. It is 
now realized that it is equally important to supply those 
who have not. 

Medicine started out as the study of human ills. 
Medicine men among some peoples will obligingly attempt 
to treat illness, direct emotions, and control the weather. 
It is unfortunate that for a time so-called scientific medi- 
cine has forgotten some of its concerns. It has almost 


ignored the things that could not be weighed, measured, © 


or observed with an gil-immersion. It is only of recent 
years that such words as “environmental hygiene ~” have 
been invested with any seriousness. But disease means 
lack of ease. It does not imply bacterial, toxic, traumatic, 
Mental, spiritual, nutritional, or domestic maladjustment. 
But it may mean any or all of these. The patient is not 
Merely the embarrassing by-product of some pathological 
State. His self-respect and ambition must be fostered 
before he can even imagine his own possibilities. 

To observe all the factors that affect human welfare 
heeds good medical training as well as common sense. 
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Sometimes it appears that medicine only begins where 
common sense ends. 


On one occasion a doctor was summoned to the radio- 


logical department. The radiologist turned over pages of 
notes. “What do you want this barium meal for?” he 
asked. “Here is a poor old lady of 60. She has already 


had a blood count, a W.R., complete urine and faecal analysis, 
fractional test meal, etc. If you find an organic lesion 
she will only refuse operation, and, anyhow, she probably 
isn't fit for it. What good do you expect to do?” “Good?” 
replied the doctor. “Good? I don't expect to do any good. 
This is art for art's sake. If I ask for health visitors to 
follow up my cases, if | ask for opportunities to teach mothers 
how to look after their children, if I suggest that it might be 
easier for health visitors to prevent disease if they came here 
and learned something about the diseases they are trying to 
prevent, then I am told that I am interfering in matters that 
do not concern the hospital or myself. But I am required to 
spend a large portion of my time on work that is not in the 
least likely to do any good. Patients are asking for bread 
and we give them a barium enema. They used to call 
medicine the healing art. It seems to get more and more art 
and less and less healing.” 


The Present 

We always seem to tackle human welfare from the 
wrong end. We set up medical schools and train doctors 
long before we have studied local conditions and local 
needs. We prefer to force diseases into categories rather 
than to study their aetiologies. In medical colleges much 
of the teaching is done by men who for years have had 
no contact with the conditions of living of the patients on 
whom they do the teaching. “ Doctor,” instead of meaning 
“teacher,” generally means a bottle of medicine. When 
a medical student sees a child with dyspnoea he invariably 
Suggests intranasal oxygen before he thinks of cleaning 
the nose. 

Specialists have been so dazzled by advances in 
chemistry and mechanics, health officers have been so 
absorbed in bacteriology and in plumbing, that it has 
largely been left to the non-medical members of the popu- 
lation to realize the importance of domestic details in 
the cure and in the prevention of disease. Florence 
Nightingale was quite right. She sometimes deplored the 
discoveries of Pasteur and the development of bacteriology 
and immunology. They would, she said, absorb attention 
which should more profitably be spent on the benefits of 
good food, cleanliness, and fresh air. 

Even the more modern developments of medicine—the 
health departments—have misconstrued the word “ epi- 
demiology.” Many health officers have a sort of Black 
Death mind. To them the only sort of disease is a notifi- 
able disease. If a town is free from plague, cholera, and 
small-pox they call it “healthy” or “remarkably 
healthy.” although the infant mortality stands at 150. 
When the major epidemics have been reduced and a couple 
of decades have been spent in self-congratulation, the 
health officer then turns his attention to tuberculosis, 
venereal disease, and maternity and child welfare. His 
clinical work has never included much of these subjects. 
What it did he has forgotten. But he ts undismayed. 
He and his staff set out to prevent disease. Then one 
sees the woman with a nutritional dermatitis being treated 
as a syphilitic and the child with beriberi being treated 
for tuberculosis, all because we insist on thinking in terms 
of specialisms and of diseases rather than in terms of 
patients. 

* Tropical Medicine ~ is a label that has misled a great 
deal of observation and of thought. If we had given more 
time and attention to the oecology of disease instead of to 
its biochemistry, to its external implications instead of 
to its internal, we should have learned a great deal more 
about it. 
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Great discoveries are made and heralded with applause, 
but how many of these discoveries are implemented so as 
to contribute to human welfare? Everywhere the feeling is 
growing that the amount of time, money, and energy 
spent on research work is disproportionately great com- 
pared with that spent in making discoveries available and 
acceptable to masses of dirty, diseased, ill-fed, and unhappy 
people. Why are lunacy and carcinoma of the cervix both 
exceedingly rare in the West African female? Why is 
mental hygiene almost ignored? Why are white bread and 
polished rice still eaten in large quantities? Why the 
profound sartorial gulf between the honorary staff and 
the M.O.H.? 

Why do we find glossy overweight scientific periodicals 
in many languages on such subjects as leprosy, syphilis, 
and balneology? There are world conferences on these 
subjects, patronized by dignified delegates and _inter- 
nationally financed. Why are the journals that refer to 
health education, welfare, and the social-economic aspects 
of medicine relatively few, unassuming, and amateurish? 
Why is it that these subjects are so seldom celebrated by 
meetings and by discussions? We take our own stan- 
dards of life so much for granted that we simply have no 
conception that they are not universal. Sometimes our 
patients give up talking to us because they know that we 
will never understand. We allow children’s hospitals to ex- 
clude women from their staffs, although these hospitals are 
largely supported by public funds, and although the 
women who conduct the welfare clinics are the doctors 
who above all would profit by the paediatric experience. 

All over the world one sees those dreadful anomalies: 
the sanitary inspector’s child with profound helminthiasis, 
the doctor’s child with severe malnutrition, and the school 
teacher's child whose regime alternates between that 
dictated by the local witchcraft and that proclaimed by 
the more flamboyant advertisements for patent foods and 
patent medicines. 

The Project 

The crying necessity to-day is for the application of 
some of the most obvious and most desirable improve- 
ments. Up to now the acknowledged leaders of medicine 
have been mostly super-chemists, super-carpenters, and 
super-sanitary inspectors. Medical, social, and economic 
welfare can no longer afford to be directed by the whims 
of the influential ignoramus. 

There is a certain town where the welfare centres are 
conducted on scientific lines by a well-trained medical 
staff. Patients are weighed and measured at each attend- 
ance. Dick, Schick, Wassermann, and Mantoux each 
receive obeisance. Charts and records are admirably 
kept. But the infant mortality has remained completely 
unaffected. The doctors say to each other, “This is 
interesting work, but it does no good.” In another town 
a few miles away the welfare centres are run entirely by 
nurses. Here they teach the mothers what to eat and 
what to give the children to eat. They go to the houses 
and see exactly what is boiling in the pot. They make 
a fetish of breast-feeding. They teach the mothers how 
and why the babies should be washed and clothed and 
aired. The infant mortality has been reduced in such 
a dramatic manner that two doctors were spending most 
of their time in trying to explain it away. 

The pioneer paediatricians had one quality in commé6n. 
They regarded the parents, and the mother in particular, 
as the prime enemies of the child. In these more en- 
lightened and infinitely more complicated days it is begin- 
ning to be realized that to take a child into hospital and 
cure his disease only to send him back to precisely those 
conditions which produced the disease is a form of 
hypocrisy as well as being no sort of economy. It is 


‘lacked vitality and pursued antiquated or 


also realized that the love of children is not a sentimental 
virtue. It is a natural function. It can be relied upon, 
and with foresight and intelligence and perseverance it 
can be educated into the most powerful disease-preventing 
factor on the face of the earth, and it is one that can 
be found all over the earth. 


Those responsible for public health programmes are 
bound in loyalty to their public to examine work that 
has been done in other countries and to sift out methods 
that are applicable. But many health officers, together 
with certain politicians of the nationalist-racial-prejudice 
variety, often claim the right to “ make their own mis- 
takes,” “to get along somehow by a process of trial and 
error” at whatever cost to the unfortunate, the im- 
poverished, and the inarticulate. It would be salutary 
discipline for politicians and public health authorities if 
they, like clinicians, had to sign the death certificates of 
all their failures. It is therefore essential for those who 
direct medical policy to study not only the oecology of 
disease but also the varieties of approach, of administra- 
tion, and of treatment that are attempted in various 
countries, and to cultivate the habit of appraising them. 


Nationalism and racial torts have done so much 
damage to the amiabilities of civilization and to the 
advance of social improvements that we must do what 
we can to extract some advantages from them. Their 
methods of education and of propaganda are among the 
most successful that are known. They include education 
and discipline of the very young, keeping people busy, 
giving them responsibility, making them feel that they 
are indispensable to their ideal: these are the main 
approaches. Through the amalgamation of welfare, 
education, agricultural, administrative, and health services 
these methods might be employed to build up an ideal 
State. 

All over the world the problem is the same—to increase 
social service of every variety within the economic possi- 
bilities of the population. Some countries (such as Yugo- 
slavia, for example) have been doing this with marked 
success. British tradition in nursing and medicine is 
old and well established. and accordingly slow in adapt- 
ing itself to new-found needs and new-found objectives. 


A Neglected Branch of Medicine 


Welfare work is the youngest, most unassuming, most 
neglected branch of medicine. Instead of being the 
foundation of all good medicine it is regarded as a merely 
tolerated excrescence. Even its stoutest supporters make 
nothing but tentative and apologetic claims for it. 
Though there is work crying out to be done, it is always 
being warned that it must not “ usurp” this and that. It 
has suffered from all manner of handicaps. It has often 
been conducted by inexperienced and undistinguished 
doctors. “ Sanitary engineers ” are supposed to have some 
specialized knowledge of sanitation, but child-welfare 
doctors are seldom required to have any specialized know- 
ledge of paediatrics. It has only rarely been associated 
with any sort of research, and in consequence has often 
unsuitable 
methods. Welfare centres are established in various 
countries on conventional lines long before local con- 
ditions have been studied and iocal needs understood. 
And the creature that in all the world is most at the 
mercy of his environment is the human child. 

Welfare work has often been regarded with jealous dis- 
favour by general practitioners, scoffed at by hospital 
staffs, dominated by ignorant lay committees. It is often 
directed by health officers who, in the absence of any 
clinical or practical experience, are prepared to dictate 
policy, very often to the serious detriment of the work. 














M: 


Becat 
js oft 
js a | 
the n 

The 
Jabou: 
the m 
childr 
were t 
kept < 
giving 
and a 
order. 
comm 
were t 
a car. 


In : 
for ft 
it is 
can il 
who | 
wider 
paedii 
obviol 
ment 
econo! 
impro 


It 3 
health 
citizen 
they n 
it is 1 
give r 
doctor 
especi 
and fi 
trainin 
fit for 
cine n 
tions. 
must ft 
person 

The 
some | 
work. 
should 
social, 
domes: 
consid 
of trai 
ductin; 
consid 
curativ 
cation 
to col 
service 
Separat 

Sour 
good b 
on the 
and b 
Offers 
Welfar 
the ba: 
It is h 
appear 
Cinder 
I hav 
Straits | 








tal 


on, 

it 
ng 
an 


are 
lat 


ich 
he 
iat 
eir 
the 
on 
sy; 
ey 
1in 
re, 


eal 


Ase 
‘Si- 
10+ 
ed 


pt- 
es. 


the 
ely 
ike 


iys 

It 
en 
ed 
me 
ire 
\W- 
ed 
en 
ble 


yn- 
od. 
he 


lis- 
tal 
ien 
ny 
ate 
rk. 

















WHITHER WELFARE? 





Tue Brivis 721 
MEDICAL JOURNAL 





May 10, 1941 
Because of the lack of skilled direction welfare work 
js often pursued half-heartedly. Even in a country which 
js a by-word of advancement in these matters one finds 
the most strange situations. 


The public health nurse was visiting the house of a 
jabourer getting the equivalent of £4 a week and presenting 
the mother with clothes for the expected infant. Two older 
children appeared, suffering from dirt and dermatitis. They 
were treated with ointments. It was discovered that the family 
kept a car. A visitor expressed surprise at the necessity for 
giving away clothes to people who were obviously well off 
and at the absence of comment on the obvious dirt and dis- 
order. The public health nurse explained that she could not 
comment on the dirt or the people might be offended ; they 
were too poor to buy infant clothes, because they had to keep 
a car in order to go to the races. 


In spite of the fact that welfare work is often cramped 
for funds, for staff, for space, and for honest objective, 
it is undoubtedly the method by which improvement 
can in future most economically be made. To anyone 
who has had first-hand experience of welfare work. in its 
wider sense, when conducted in close co-operation with 
paediatrics, obstetrics, and other social services, ‘it is 
obvious beyond all doubt that the extension and develop- 
ment of this work are the most effective and most 
economical means by which the greatly-to-be-desired 
improvement in health and in living can be realized. 


Planned Economy and Personnel 


It is more profitable to spend money on 100 semi- 
healthy children so that they may become 100 healthy 
citizens rather than on ten middle-aged invalids so that 
they may become ten old semi-invalids. And, incidentally, 
it is much cheaper. It is essential in the first place to 
give reorientation to medical education that will fit the 
doctors for a more constructive function. Paediatrics, 
especially preventive paediatrics, calls for more research 
and for far more application. In the second place the 
training of nurses will have to be revised to make them 
fit for work that is preventive as well as curative. Medi- 
cine must realize its social as well as its somatic obliga- 
tions. The work of the almoner and of the social worker 
must be incorporated in the essential work of the medical 
personnel. 

The kind of rigidity and automatism that obtains in 
some nurses’ training is entirely out of place in welfare 
work. A training lasting not more than three years 
should be developed that will include preventive, curative, 
social, educational, environmental, nutritional, mental, 
domestic, and even agricultural, economic, and industrial 
considerations, especially with regard to children. Courses 
of training in Canada and Yugoslavia, methods of con- 
ducting health work from Kentucky to Batavia, should be 
considered in evolving new developments. Preventive and 
curative work are so intimately connected in their appli- 
cation to individuals (as contrasted with their application 
to communities and to things) that effective medical 
services will not be attained until their present unhappy 
Separation has been healed. 


Sound welfare work can only be accomplished on a 
good basis of paediatrics and obstetrics, with the emphasis 
on the paediatrics. In countries that are impoverished 
and backward it is the extension of welfare work that 
Offers the best hope of improved standards of living. 
Welfare cannot be developed satisfactorily until it forms 
the basis of a wide and well-planned State organization. 
It is high time for some fairy godmother to put in an 
appearance and place this most deserving of all 
Cinderellas in her proper sphere. 


I have to thank the Honorary Director of Medical Services, 
Straits Settlements, for permission to publish. 





GLYCERIN AND IODINE IN TREATMENT 
OF WOUNDS 


In response to inquiries that have come from readers of 

his paper on the reception and treatment of air-raid 

casualties (April 19, p. 584) Mr. John Robert Lee sends 

the following fuller note on the use of glycerin and iodine. 
The formula of the glycerin and iodine solution is: 


R Iodine - grains 200 
Potassium iodide .. ‘ 3) and grains 160 
Distilled water a a nae 
Glycerin to 45Xx 


Make a solution. To be used as directed. 


Dispensing Note.—Grind the potassium iodide to a fine 
powder in a mortar, add the iodine, mix well with a glass rod, 
add the water, which just makes a solution, then add the 
glycerin. 

Technique.—This solution may be used in full strength or 
in half strength, being diluted with glycerin. Use the solution 
—full strength—to paint on abrasions, or to pour into wounds 
if need be while resuscitation is being undertaken ; also in the 
theatre to swab out or to “ curette ” with gauze soaked in the 
solution such wounds as cannot be excised. So far as 
possible bandages are not used, the wounds being painted and 
covered with a sterile towel. At the first dressing in the ward, 
in cases in which dressings have been used, syringe hydrogen 
peroxide on to the edges of any adherent gauze or wool to 
facilitate removal ; then use half-strength solution, because in 
some cases the full strength causes some smarting pain. Pour 
on the solution or paint the parts lightly; do not rub. 
Dilute to half strength by using equal parts of the solution 
and glycerin; never use water: water will cause burning and 
blistering. The solution, strong or dilute, will not burn or 
blister. 











CENTRAL MEDICAL SCHOOL, FIJI 


Steady progress in the fight against disease is being achieved 
among the Western Pacific Islands by native medical practi- 
tioners trained at the Central Medical School, Suva, Fiji, of 
which Dr. D. W. Hoodless is the principal. It is hoped that 
this school may eventually become the recognized medical 
training centre for the entire Pacific Islands area. 


Founded by the Government of Fiji as an integral part of 
the Native Medical Practitioner Service, the Suva Medical 
School became the Central Medical School in 1928; when it 
was enlarged and extended. This was made possible by assist- 
Division of the Rockefeller Foundation. Students come to 
the school from the Colony of Fiji, Western Samoa, the British 
Solomon Islands Protectorate, the Gilbert and Ellice Islands, 
Nauru, the Kingdom of Tonga, the Cook Islands, the Rotuma 
Dependency, the Anglo-French Condominium of the New 
Hebrides, and American Samoa. It is hoped to bring Pitcairn 
Island within the scope of the school’s activities. The course 
of training extends over four years, the first six months of 
which are taken up with pre-medical studies. Graduates 
receive a diploma which entitles them to practise medicine and 
surgery in any of the territories sending students. The diploma 
is not recognized for practice outside these territories, and is 
designed especially for their needs. One declared principle 
of the school is to preserve the native character of its 
graduates in order that they may more readily be accepted 
in the native social system, and thus spread their acquired 
knowledge. There is a students’ hostel and accommodation 
for forty undergraduates, with sports amenities and a students’ 
council. All students live in the hostel. Postgraduate courses 
are also held at the school. 

The Governor of Fiji and High Commissioner of the 
Western Pacific, Sir Harry Luke, has said of the school: 
“It is one of the most beneficent gifts which British rule has 
conferred on the native races of the Pacific.’ Graduation 
ceremonies—the proudest occasion in the life of successful 
students—are held in the Legislative Council Chamber at Suva, 
and diplomas are presented by the Governor. 
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THE GENERAL PRACTITIONER AND 
SCIENTIFIC THOUGHT 


The general practitioner is often praised, disparaged 
scarcely less often, and occasionally understood. A 
careful and sympathetic analysis of his difficulties was 
given in a paper read last week before the Royal Society 
of Arts by Dr. O. R. TispaLt. But the lecturer appeared 
to foresee the coming of State medicine in which the 
private general practitioner would disappear and doctors 
become servants of the State, responsible to it instead of 
to their patients. His disappearance, he said, would be a 
loss to the community, not because he is necessarily more 
efficient or capable than the State official who would 
replace him, but because of his irreplaceable position as 
confidant and friend of his patient. On the other hand, 
with the coming of State medicine Dr. Tisdall thought 
that the more scientific treatment of the patient was likely, 
it would be easier to have laboratory tests done at nominal 
cost, easier to refer the patient for examination, and 
easier for the doctor to keep abreast of new work by 
attending refresher courses. While the period of transition 
from private to public practice would be difficult, it had 
been already prepared for by the invasive activities of 
public services and clinics. 


New Experiences and New Remedies 


Dr. Tisdall pictured the newly fledged practitioner, 
starting with high hopes, full of painfully acquired know- 
ledge, “and usually with a good conceit of himself,” and 
finding in contact with the actual experience of practice 
many of his preconceived ideas swept away and his work 
subjected to limitations outside his control. He was wise 
if, notwithstanding a certain disillusionment, he still felt 
he could perform useful service to the community without 
seeking refuge in specialized or institutional work. The 
problem would be to keep himself up to date in a science 
and art in which new facts and an even greater number 
of new theories were constantly being thrust forward. The 
practitioner could, of course, study the medical journals, 
attend meetings of professional societies, and enter for 
intensive postgraduate courses. Most men who took their 
profession seriously did their best to familiarize themselves 
with scientific advances. But what constituted a real 
advance? Dr. Tisdall mentioned three major advances 
within his own experience of practice: the discoveries of 
insulin, liver therapy, and the sulphonamide group of 
drugs. The last-named discovery in particular brought 
up one aspect of the problem which constantly faced the 
practitioner—namely, the publicity given to medical 
innovations in the lay press. The patient saw the 
announcement of some sensational “cure” in a case 
which he thought similar to his own, and demanded that 
it be tried on himself. The practitioner could not try 
every new remedy, but he dare not neglect them all, and 
in respect of those he did try he came up against the 
constant dilemma of clinical treatment-——Post hoc, ergo 
propter hoc? If a practitioner treats a case with an 
injection strongly recommended by authority and the 
patient is well next day, is it due to the injection or to 
the recuperative power of the patient? Nature is not 
always the most conformable of colleagues, and often she 
rushes in and effects a cure on her own with scant regard 
for the doctor struggling in her wake. 


The Critical Faculty 


It is not always realized that the general practitioner is 
very differently circumstanced from the hospital clinician, 
who can try out a new remedy extensively and have 
controls. How dare the general practitioner in the little 
community of his practice have controls! If one patient 
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makes a spectacular recovery after treatment with a new 
drug another will want to know why it was denied him: 
and if, on the other hand, the drug is unsuccessful the 
patient will protest against being the subject of experiment, 
The solution can only lie, Dr. Tisdall said, in preserving 
a sense of proportion. The practitioner should be pre- 
pared to give a reasonable trial to any new development 
which has been accredited by those in whom he has con- 
fidence, but still he should preserve his critical faculty 
and decide for himself whether his patient has benefited 
or is likely to benefit. 

In spite of the handicaps of general practice, the practi- 
tioner should not belittle his opportunities of developing 
his scientific knowledge. After all, he has unusual oppor- 
tunities for making observations, and, while he can enlist 
the aid of laboratory tests, it is still for him to draw his 
own conclusions. Dr. Tisdall thought there was a regret- 
table tendency to regard the laboratory as the final court 
of appeal. Students seemed to think it was better to 
examine the patient’s chest by x rays than to examine 
it clinically. Everyone admits that the accurate reports 
now possible from the laboratory and the x-ray room are 
of great value in diagnosis, and without them much 
limitation would be placed upon clinical work ; but it is 
mere juggling with words to say that the one is scientific 
medicine and the other is plain medicine. It is for the 
clinician to weigh the evidence of the laboratory, balance 
it with the evidence of his own senses, and deliver the 
verdict. 


Growing Edge and Individual Touch 


Lord Dawson OF PENN, who presided at Dr. Tisdall’s 
lecture, spoke of the “ growing edge ™ of the knowledge 
of medicine. In any branch of knowledge with a growing 
edge differences of opinion must be expected among those 
who followed and applied it (Dr. Tisdall had mentioned 
the dissension, sometimes slightly acrimonious, in the 
correspondence columns of the medical journals). But 
there was no profession in which there was less difference 
of opinion as to the basic facts. In the application of 
new knowledge, said Lord Dawson, the practitioner should 
have an open, progressive mind, but not a mind imme- 
diately influenced by the opinions of the market place. 
While medicine comprehended an increasing number of 
sciences and the range of knowledge which it demanded 
seemed ever to extend, the make-up of the individual 
patient remained much the same. In days gone by when 
violent epidemics laid whole communities low, mankind 
seemed to be reduced to a common denominator and the 
individual to be more or less effaced. This was so in the 
days of the great plagues and, to quote a modern instance, 
in some measure in the influenza epidemic at the end of 
the last war. But, in the main, infectious diseases were 
becoming less severe, and the less severe the disease the 
more did the individuality of the patient count. Lord 
Dawson believed that individual illness, and with it the 
art of treatment, would necessarily become more complex, 
requiring more training of the doctor in the interpretation 
of the patient. It was here that the value of the general 
practitioner came in, with his insight into the mind and 
feeling and circumstance of the people whom he attended. 
A State service would reduce the relationship to an official 
one in which the individual touch, the understanding 
sympathy, which was one of the great features of the best 
type of medical practice, would be lessened. But while 
individualism should be preserved there was need, Lord 
Dawson insisted, for more planning in objective observa- 
tion and investigation. The real problem as he saw it 
was the combination of those two things: the ordered 
investigation of illness, probably in buildings set apart 
for the purpose, and individuality in the human contact. 
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TREATMENT OF GAS CASUALTIES 





Tue Britis# , 
MEDICAL JOURNAL 723 





—————— 


DIAGNOSIS AND TREATMENT OF GAS 
CASUALTIES 


The following memorandum on the diagnosis and treat- 
ment of gas casualties has been prepared for the Ministry 
of Health for the information of medical practitioners. 


Of the poison gases likely to be used by the enemy there 
are two main types: (1) the vesicants (mustard group) and 
(2) the pulmonary irritants (phosgene group). A knowledge 
of the main clinical features of gas poisoning and of the 
essentials of treatment should be possessed by every medical 
man and woman in the country.* 


I. Vesicants 


Of these mustard gas is considered the most important. It 
accounted for upwards of 70° of all our gas casualties in the 
last war. It can be employed in shells and bombs and sprayed 
from aeroplanes. Its dangers should not, however, be over- 
emphasized. Its mortality in the British Army in the last war 
was littke more than 2°, and 80°, of cases were fit for active 
duty within a month. To secure such low figures a high 
degree of gas-mask and other discipline is clearly necessary. 

The early symptoms (which develop in the course of a few 
hours) include skin burns varying from a slight erythema to 
severe blistering and affecting the softer skin and moist 
surfaces especially ; blepharitis and conjunctivitis ; laryngitis, 
tracheitis, and bronchitis; vomiting. The sequelae in the 
graver cases include corneal ulceration, bronchopneumonia, and 
bronchiectasis. 

The lesions may be caused by vapour or by actual droplets. 
The latter should be immediately removed from exposed skin 
by dabbing (not wiping) with handkerchief or linen, which 
should at once be discarded. When possible bleach ointment 
or paste or Anti-gas Ointment No. 2 should then be applied to 
the skin. The next indication is the earliest possible removal 
of contaminated clothes and footwear and free washing with 
soap and water. Treatment of the eyes, if affected, should 
always be given preference over treatment of the skin. It 
should include immediate and free irrigation with water. 
To prevent secondary conjunctival infection the _ instil- 
lation of albucid in a 2.5% solution four times daily is 
recommended. Later atropine 1% in ointment or in drops 
may be used to counteract the pain of ciliary spasm. Liquid 
paraflin drops to prevent sticking of the lids may be emploved 
after twelve hours. Cocaine preparations and bandaging of 
the eyes must on no account be allowed. Eye-shades may be 
used in the early stages. Blisters should be aspirated with a 
hypodermic needle and syringe. For open skin lesions, after 
the stage of profuse exudation, the recognized surgical treat- 
ments for ordinary burns should be employed. Laryngitis 
and tracheitis should be treated with steam inhalations. Bron- 
chitis and bronchopneumonia should be treated on general 
principles ; it is possible that sulphapyridine may prove valu- 
able in preventing the latter. 

In the last war there was a high incidence of functional 
sequelae, including photophobia and blepharospasm, aphonia, 
and vomiting. Early reassurance as to the unlikelihood of 
blindness, discountenancing a too prolonged use of eye-shades, 
etc., may play an important part in treatment. Once the early 
essential treatment has been given mustard gas casualties may 
be safely evacuated to a distance as stretcher or sitting cases 
according to their severity. In the case of patients severely 
injured as well as contaminated with gas, elaborate washing, 
etc., will clearly be out of the question, but the clothes 
should be cut off as quickly as possible and local eye and 
skin contamination dealt with as effectively as the condition 
of the patient may allow. The order of urgency in such 
cases is: (i) removal of outer garments and shoes ; (ii) methods 
directed towards saving life and treating shock ; (iii) saving the 
eyes ; (iv) cleansing the skin. 

Another vesicant gas is lewisite. It is also a lung irritant, 
a nose irritant, and a tear gas. It is the more readily recog- 
nized on account of its early effects on the upper respiratory 

tract. When present in large quantity on the skin it can be 

*A reprint of the 1940 edition of the War Office Medical Manual 
of Chemical Warfare (published by H.M. Stationery Office, price 
2s. 6d.) is now in preparation. This 1941 edition will embody 
amendments covering recent recommendations for treatment. 





absorbed and cause severe general and visceral symptoms of 
arsenical poisoning. For removal from the skin hydrogen 
peroxide (20 vols.) or a 20°, solution of hyperol (urea peroxide) 
is a most effective counter-agent. If blisters occur they should 
be opened and the raw surface irrigated to lessen the likelihood 
of absorption. Otherwise the treatment is as for mustard gas. 


II. Lung Irritants 


Of these phosgene is the most important. It can be em- 
ployed in shells or bombs. When the gas is present in very 


, high concentration early death from asphyxia may occur in the 


case of inadequately protected persons. With the more usual 
concentrations immediate symptoms may be slight or absent, 
but dangerous symptoms may follow up to several hours after 
exposure. The likelihood of such symptoms developing is 
much increased if the exposed subject remains physically 
active. Every person, therefore, who has been exposed to 
phosgene vapour without gas-mask protection should become 
a stretcher case as soon as possible. 

On arriving in hospital or at a treatment centre cases 
should be grouped into mild, moderate, and severe categories 
and, if possible, treated separately. The “mild” cases show 
a reddish flush on the face, increased respiration rate, and pain 
in the chest aggravated by coughing. Absolute rest, fresh air, 
fluids, and nursing are the chief indications, together with 
careful watching lest any of them pass into one of the graver 
groups. The “ moderate” cases show greater respiratory dis- 
tress, with varying degrees of pulmonary oedema, “blue” 
cyanosis, distended neck veins, a full strong pulse without 
great increase in rate. The indications are continuous oxygen 
by nasal catheter or B.L.B. mask (or in the less severe cases 
intermittent pure oxygen from a nitrous oxide bag), venesec- 
tion, and nursing care. 

The “severe” cases show collapse, coldness, a weak rapid 
pulse, and pallor with leaden “grey” cyanosis and no dis- 
tension of the neck veins. There is profuse pulmonary 
oedema, often with froth pouring from the mouth and nose, 
and great respiratory distress with shallow and largely dia- 
phragmatic breathing and the chest in the inspiratory position. 
The indications are continuous oxygen in high concentration 
with the B.L.B. mask or double nasal catheter, the flowmeter 
delivering at a sufficient rate to maintain a pink colour in 
cheeks and lips. Venesection should not be attempted. It 
may be necessary to lower the head and raise the feet to allow 
the oedema fluid to escape more freely. Morphine is contra- 
indicated. Atropine and adrenaline are not indicated, 
Although there are haemoconcentration and increased viscidity 
of the blood the use of all forms of intravenous fluid is at 
present considered inadvisable owing to the risk of increasing 
the pulmonary oedema. Warmth and the most attentive nurs- 
ing are essential. Patients may be restored to health after as 
much as seventy-two hours of continuous oxygen administra- 
tion. Pneumonia is an occasional complication. Late sequelae 
are rare. Jt cannot be too much emphasized that oxygen 
properly administered is a life-saving therapeutic agent both 
in the “blue” and “ grey” cases. Evacuation of phosgene 
cases to a distance until they have been pronounced out of 
danger should be prohibited. Even the slightest cases should 
be under observation and at rest for forty-eight hours. 


Ill. Carbon Monoxide 


Poisoning by CO may result from leakage from gas mains 
after air raids or from the explosion of bombs in a confined 
space. Rest, restorative treatment, artificial respiration, and 
oxygen with carbon dioxide are the chief indications. 


IV. Tear Gases and Nose Irritants 
These do not produce casualties requiring hospital treat- 
ment. The main symptoms are lacrimation, sneezing, intense 
frontal headache, burning mouth and throat, nausea, and 
tightness in the chest. In a gas-free atmosphere the symptoms 
usually pass off in an hour. 


Important Notice 
The gas-mask, if properly adjusted and in time, gives full 
protection to the lungs and eyes against all these gases. In 
the event of gas attack the medical profession would have a 
most important part to play, not only in the recognition and 
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the treatment of cases and the recording of any new phe- 
nomena, but also in the prevention of panic by constant 
reassurance, by insistence on gas-mask discipline, and by 
stressing the effectiveness of the protective and therapeutic 
measures at our disposal. 





BRITISH PHARMACOPOEIA: NOMENCLATURE 


The General Medical Council has approved names for certain 
substances which are now being produced, or are likely shortly 
to be produced, by British manufacturers, in some instances 
under licences granted by the Comptroller-General of Patents, 
Designs, and Trade Marks. These substances have hitherto 
been known under other names, which are given below together 
with the names now approved. The question of including 
these substances in the British Pharmacopoeia is under con- 
sideration, and if any of them is included the intention ts 
that the approved name given below will be its official title. 


Approved Name Other Names 


ca a gre Ser alae lal on ace Perabrodil 
ai wid Butolan 

DE, Guuicce pe due adhiaear Cignolin 

RRR AN IS ee penn eee eri Triazole (Azoman) 
Mesulphen ae Orr. Mitigal 

DED: nck Seunesinwsewoesae Veritol 


The British Pharmacopoeia Commission hopes that the early 
publication of these approved names may lead to their general 
adoption. 


Reports of Societies 














CHEMOTHERAPY, SEROTHERAPY, AND HAEMO- 
THERAPY IN OTO-LARYNGOLOGY 


At a combined meeting of the Sections of Otology and 
Laryngology of the Royal Society of Medicine on May 2, 
Mr. LIONEL COLLEDGE presiding, the subject of discussion 
was chemotherapy, serotherapy, and haemotherapy in 
diseases of the ear, nose, and throat. 


Uses of Sulphonamides 


Colonel L. E. H. Wuirsy said that the principles for the use 
of sulphonamide drugs in this field were the same as in any 
other region of the body—namely, the infecting organism 
must be sensitive, the concentration of drug must reach an 
effective level and be maintained there, and the position in 
which action was required must be favourable. In acute 
otitis media statistical results and individual studies showed 
that the incidence of grave complications was reduced by 
chemotherapy, though factors other than chemotherapy, such 
as the prevalence of epidemic influenza, also affected the inci- 
dence of complications. Each case called for individual con- 
sideration as to whether surgery or chemotherapy, or both, 
should be employed. Pus always required drainage: bony 
involvement responded badly to chemotherapy. General well- 
being was a better guide to progress than the temperature 
chart. Sulphonamide drugs must be given boldly and in full 
dose. Inadequate dosage masked symptoms and failed to 
eradicate infection. Chronic aural suppuration responded less 
well, probably because of bony involvement. Nevertheless, 
secondary infection with B. proteus or B. coli could sometimes 
be controlled. The treatment of nasal sinusitis was generally 
disappointing unless begun in the stage of hyperaemia before 
pus formation was definite or bone was involved. Strepto- 
coccal tonsillitis and adenitis responded well, though statistical 
assessment was difficult. Complications in scarlet fever ap- 
peared to be reduced by a combination of chemotherapy and 
serotherapy. 

Indications for Haemotherapy 


Dr. H. F. Brewer said that the success of chemotherapy 
had greatly diminished the use of specific therapeutic sera. 
But chemotherapeutic action was directed against bacteria, and 
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none of the new compounds affected toxins directly. In 
the field under discussion specific antitoxic serum was still 
the primary and essential treatment for active infection with the 
diphtheria bacillus (unresponsive to present chemotherapeutic 
agents), and as an adjuvant to chemotherapy specific sero- 
therapy might be beneficial in acute infections (especially with 
complications and metastatic spread) by the pneumococcus, 
staphylococcus, and Str. pyogenes. The indications for haemo- 
therapy were relatively infrequent and non-specific. As a 
pre- or post-operative measure to combat simple anaemia, 
stored blood up to fifteen days old compared favourably with 
fresh blood, and the reaction incidence was not significantly 
increased. Concentrated red cells afforded a means of raising 
haemoglobin percentage without unduly influencing blood 
volume. For anaemia associated with or dependent on sepsis 
or for a blood disease—for example, haemophilia or thrombo- 
cytopenia—fresh blood was to be preferred. 


Chemotherapy and Ultra-short-wave Radiation 


Mr. J. ANGELL James said that in 1935 he began to use 
ultra-short-wave radiation in acute otitis media and acute 
sinusitis. During the period 1938 to 1940 both sulphonamides 
and ultra-short-wave radiation were used together whenever 
possible, and he had not attempted to assess accurately 
the relative influence of the two in the final result. In a 
series of 750 cases of acute suppurative otitis media seen 
during the three years before and three years after the intro- 
duction of the sulphonamides and ultra-short-wave radiation, 
of the cases which received early treatment 9°, required a 
mastoid operation in the pre-sulphonamide group and 1.7 in 
the post-sulphonamide group. The corresponding figures for 
a group of 210 cases of acute sinusitis were 25°, requiring 
operation in the earlier group and 7°, in the group following 
the introduction of sulphonamides. 

Mr. NorMANn Jory said that bleeding was so readily con- 
trolled that blood transfusions in otology were almost never 
required. Before the introduction of sulphonamides serum 
therapy appeared to offer the best help in the very ill case. 
It was natural to turn to an appropriate antiserum for help, 
and in some cases this appeared to give good and even 
dramatic results. The difficulty was to provide the specific 
antiserum, and the administration was not entirely without dis- 
comfort and risk. There was a growing tendency to begin 
treatment with sulphonamides earlier in the course of an 
infection. He drew attention to some of the untoward effects 
following their use. The evolution of less toxic compounds 
was likely in the future ; meanwhile, he felt it undesirable to 
use sulphonamides in every case. They should rather be held 
in reserve to be used as necessity dictated. 


General Discussion 


Mr. T. B. Layvon said that in thrombosed sinuses sulphon- 
amides were likely to cause difficulty in diagnosis by masking 
the symptoms without touching the disease. If there was no 
organism in the clot, the clot was a physiological reaction 
and best left alone; if there was an organism there would be no 
symptoms arising from it until the breaking down of the clot 
allowed organisms to pass into the blood stream. If chemo- 
therapeutic drugs were given in that type of case they would 
mask the only symptom which enabled one to decide on 
operation. 

Mr. F. W. WatKYN-THOMAS also said that with chemo- 
therapy there was a danger of masking the symptoms, especi- 
ally in septic lateral sinus phlebitis. The sulphonamides 
might be administered in the very earliest stages of acute 
otitis media, but once it had become necessary to carry out a 
paracentesis the administration should stop, because if there 
was going to be any further spread it would be in the bone 
and in the very position in which sulphonamides could not 
reach it. The same thing applied even more strongly in any 
question of intracranial complication. 

Mr. TERENCE CAWTHORNE said that he had looked up the 
recent literature and found records of 194 cases of septic 
meningitis which had recovered presumably as a result of 
chemotherapy. Since the introduction of chemotherapy he 
himself had had nine recoveries out of fifteen cases. In osteo- 
myelitis of the frontal bone following frontal sinus infection 
he had treated three cases, not doing any extensive operation 
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at all, and all had recovered with simple drainage of the 
abscess. In two of the cases he removed some tiny flakes of 
bone three or four months later. Before chemotherapy ex- 
tensive operations would have been done, in his experience 
disappointing and mutilating. 

Mr. F. C. W. Capps referred to the dangers of chemotherapy 
when used without adequate clinical observation. He had 
tried to impress on practitioners that the subsidence of symp- 
toms was not sufficient, and that until the drum-head was 
seen to return to its clinical normal the case must not be 
regarded as cured. If the drum was still bulging and red- 
dened, even though symptoms had subsided, there was need 
for resort to paracentesis. 

Mr. R. G. Macsetu asked if the sulphonamides were of any 
prophylactic use in tonsil excision and laryngeal operations. 

Colonel Wuirsy, on this last question, considered that a 
reasonable prophylactic course occupying two or three days 
was justifiable. The risk was very small, and the course could 
always be expanded to full treatment if required.’ If he had 
any reason to anticipate septicaemia he would employ these 
drugs prophylactically. As to the danger of prolonged courses 
of minimal doses, there were certain people who were sensitive 
to these drugs and unable to tolerate more than a gramme or 
two without exhibiting skin rashes or granulocytopenia or even 
agranulocytosis. Ordinarily the course was of seven to ten 
days and the total amount between 50 and 60 grammes. 
Intolerance was a question not so much of the amount as of 
the time. People became sensitized when even minimal 
amounts were given for prolonged periods. With a course of 
50 grammes occuying ten days there was less likely to be 
trouble than with the same total amount spread over a month. 
As to antibody production in patients treated with chemothera- 
peutic drugs, there appeared from experiments on mice to be 
a certain, though not very durable, resistance to pneumo- 
coccal infection but not to streptococcal. There was some- 
thing to be said for active immunization with vaccines, though 
against the streptococcus this was extremely transient. 





The annual meeting of the Cardiac Society of Great Britain 
and Ireland was held at Oxford on April 18 under the chair- 
manship of Dr. A. G. Gibson. Dr. J. B. Herrick (Chicago) 
and Dr. Frank N. Wilson (Ann Arbor) were elected honorary 
members, in addition to Dr. Paul White (Boston), elected in 
1938. Accommodation was kindly provided at Merton 
College, where books and records of William Harvey were on 
view. At the morning session there was a debate on the 
early signs of cardiovascular disease. In the afternoon the 
treatment of coronary thrombosis was discussed. Original 
communications, as arranged by the honorary secretary, Dr. 
Maurice Campbell, included papers on the right pectoral 
electrocardiogram in auricular fibrillation, the collateral 
circulation in coarctation of the aorta, the haemic factor in 
angina pectoris, the electrocardiogram of the Stokes-Adams 
attack, and a criticism of the term “chronic myocarditis.” 





The Ministry of Food announces that while the sale of 
milk to consumers is reduced to six-sevenths of the quantity 
sold during the first week in March, members of the National 
Milk Scheme, children receiving milk in schools, and inmates 
of hospitals, maternity homes, and nursing homes will con- 
tinue to receive their full requirements. In addition, on the 
advice of the Special Diets Committee of the Medical 
Research Council, persons suffering from active tuberculosis, 
silicosis, affections of the mouth, throat, or gullet which pre- 
vent swallowing, gastric, duodenal, or anastomotic ulcer, ill- 
nesses characterized by high fever, and post-operative 
conditions may obtain a daily supply of milk up to a 
maximum of two pints on production of a medical certifi- 
cate. This certificate is to be given on a form obtainable 
from the local Food Offices of the Ministry, which will 
Ordinarily be supplied only on the request of a medical man. 
Criticisms of the procedure have appeared in our Supplement, 
and the British Medical Association is making representations 
to the Ministry of Food. 


Local News 











INDIA 


Health of the Army in India 


The annual report for 1939 on the health of the Army in 
India gives a satisfactory account of the British and Indian 
troops during the year which saw the outbreak of war in 
Europe. There were no serious epidemics, although civilian 
areas amidst which troops were placed suffered extensively 
from cholera, plague, small-pox, dysentery, malaria, and enteric 
fevers. Among British troops the hospital admission rate of 
666 per 1,000 of strength during the year seems very large, 
and, indeed, it was an increase on the rate for the year before, 


,but the death rate of 2.75 per 1,000 and the invaliding rate 
_ Of 9.14 per 1,000 were lower, and all these rates during the 


last quinquennial period continue to show the fall which has 
been progressive since the last war. Among the Indian troops, 
though the death rate was down, the hospital admission and 
the invaliding rates were up, but it is stated that the increases 
can be fully accounted for by the conditions of war service, 
and the return or influx of large numbers of men potentially 
infected with malaria and other prevalent diseases. Malaria 
and dysentery—the percentage figures are exactly equal—share 
the top place in the list of principal causes of sickness among 
officers of the British Army in India, and these are followed 
by catarrhal jaundice and cellulitis. Among the soldiers 
malaria has first place, followed by cellulitis, and—a good way 
down—tonsillitis, but dysentery comes sixth, and is only half 
as frequent as a cause of admission as malaria. Malaria, 
sandfly fever, and dengue between them are responsible for 
just over 90 per 1,000 admissions. Before the last war and 
for a year or two afterwards the malaria admission rates among 
British troops were considerably higher than among Indian, 
but during the last ten years the Indian rate has been very 
much higher than the British, and in 1939, while the admission 
rate for British troops was 58.1 per 1,000, for Indian troops 
it was 118.3. It is a different story with the dysentery-dianrhoea 
group. Before the last war the admission rates were higher 
among Indian than among British troops, but since 1919 they 
have been considerably lower, and in 1939 the admission rate 
for Indian troops was only half the figure for British, and the 
British figure was the highest for twenty years. Comments 
from commands and districts indicate that the prevalence of 
dysenteric infection is due to the lack of sanitation surrounding 
the troop areas. The seasonal incidence of these diseases 
appears to be different among the British and among the Indian 
troops: last year for the former the peak ‘month was August 
and for the latter May. Respiratory diseases have been little 
in evidence, and there have been no epidemics other than 
minor outbreaks of mild influenza and pharyngitis. Nor is 
there any sign among the military populations of the steady 
increase in tuberculosis which appears to be occurring in the 
civilian population. Seventy pages of the report are occupied 
by contributions on the preventive and curative work carried 
out by the military medical services. A detailed account of the 
pathological work undertaken seems specially useful. 


Public Health in Burma 


The outstanding figure in the vital statistics given in the 
report for 1939 on the state of public health in Burma is the 
infant mortality rate (203.85 per 1,000 births), which is higher 
than in any of the Indian provinces except the Central 
Provinces, and three and a half times higher than in England 
and Wales. One explanation is that infant mortality in Burma 
is primarily due to malnutrition. Owing to Burmese customs 
and prejudices most mothers, even of the middle class who 
could afford a better diet, try to starve themselves during 
pregnancy, believing that if they live strictly on a rice diet 
with some dried fish they will escape the ailments from which 
people who take plenty of fresh and rich foods may be ex- 
pected to suffer. The major epidemics in Burma are cholera, 
plague. and small-pox. A good deal of systematic anti-cholera 
work seems to be undertaken, including the purification of 
water supplies, control of the sale of food and drink, and 
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protection by means of inoculations, nearly a quarter of a 
million of which were performed during 1939. The most im- 
portant measures against plague are those which deal with the 
administration of the bazaars, the storing of grain, and the 
enforcement of building by-laws. The number of deaths from 
small-pox (125) is the lowest ever recorded. The law of the 
country gives district councils and municipal committees power 
to frame rules for compulsory vaccination, and out of 105 
of these local bodies ninety-three have done so. Malaria is 
one of the most widely prevalent diseases of the country. 
but its incidence cannot be exactly gauged because the regis- 
tration of deaths is carried out by village headmen, who are 
apt to include all fatal cases of malaria as “ fevers.” Not only 
are malarious areas being reclaimed, but other measures are 
being undertaken, including the introduction of larvivorous fish 
into ponds and wells. Prof. Lyle Cummins recently visited 
Burma to study measures necessary to control tuberculosis. 
He found the incidence very low except in Rangoon. As a 
result of his report the Burma Tuberculosis and Leprosy Relief 
Association has offered Rs. 24 lakhs (say, £18,000) to the 
Government towards a tuberculosis hospital in or near the 
capital, 


ENGLAND AND WALES 


London Hospital in Essex 


The London Hospital, following the example of Guy's and St. 
Thomas's, has opened a country branch. During the last week 
of April an annex in Essex was taken over for the accommo- 
dation of, to begin with, 130 “ London” patients, the number 
eventually to be 360. Sufficient staff and equipment have been 
provided to furnish in the country environment all the services 
of the mother hospital. There are four resident doctors at 
present, two registrars, and seventy-five nurses, but the number 
of nurses will eventually be increased to 180. A_ nurses’ 
home is being built, and is expected to be completed in about 
ten weeks’ time. The services of the consultants attached to 
“The London” will similarly be available for the Essex 
patients. The annex consists of twelve brick and steel huts, 
‘linked by canopied concrete paths which afford protection 
against the worst weather conditions. A modern operating 
theatre and other facilities have been put in, as well as ade- 
quate kitchens. Should the building in Whitechapel be ren- 
dered untenable by enemy action—it has already had bombs 
and incendiaries—the Essex institution will become the head- 
quarters, but in the meantime the whole administration will be 
carried on from “ The London.” on the spot where the hos- 
pital has carried out its work for two hundred years. There 
are 350 beds in Whitechapel, and with the 360 to be presently 
available in Essex “*The London ™ still claims to be England's 
largest voluntary hospital. 


The Hospital Almoner in Wartime 


The war has revolutionized the setting of the almoner’s work 
and created a new demand for it. In a large voluntary hospital 
she may now find herself serving not a local district but a 
region. Patients from a London hospital may be distributed 
over a wide area of the Home Counties. One county council 
has appointed a travelling almoner to work in several hos- 
pitals under the E.M.S. scheme. The bombing of London 
and other cities has created a need for just such social service 
as the almoner can render. Her work has extended beyond 
voluntary hospitals to municipal and county; it also seems 
to be developing in connexion with the needs of old people 
evacuated to public assistance institutions. Hospitals which 
at the beginning of the war closed or restricted their almoners’ 
departments have found it necessary to reinstate the almoner 
and extend her work. In 1939 there were fifty almoners out 
of work, now there are practically none. Last year seventy- 
five students received the certificate of the Institute of Hos- 
pital Almoners, and at the close of the year there were about 
100 women in various stages towards qualification. During 
the first ten weeks of this year twenty-one new posts were 
notified, as against thirty-one during the entire year 1940. 
The impetus to the movement was given by the Minister of 
Health when at the end of last year he strongly recommended 
all hospital authorities in the E.M.S. to employ almoners, and 
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intimated that part of the expense of establishing new almoners’ 
departments might be met by Government grant. Although 
the work has extended from one department to another there 
are still one or two fields—notably venereal diseases clinics— 
where there is reluctance to develop almoner’s work. The 
Countess of Limerick, speaking at the annual meeting of the 
institute the other day. said that the registration of women 
Was creating some misgiving among those responsible for the 
training of almoners, and she felt that it was of the utmost 
importance that there should be a steady flow of well-educated 
girls for training for this important work. In view of the 
Ministry's encouragement to hospitals to employ almoners, 
it is very unlikely that suitable girls who seek this profession 
will be prevented from doing so by demands to do other 
national work. 


Correspondence 





Chemotherapy in Acute Otitis Media 


Sir.—I have been deeply interested in two recent publica- 
tions in the Journal on chemotherapy in acute otitis media, 
the first by Dr. J. B. Jessiman (March 15, p. 399) and the 
second by my old chief. Mr. Lionel Colledge (March 22, 
p. 455). 

Dr. Jessiman records a series of cases of acute otitis media 
(all in children) which responded well to chemotherapy, 
though not without anxiety in some instances. I have felt 
reticent in expressing enthusiasm for this form of treatment, 
and the reason is perhaps not far to seek. I do not see so 
many cases of acute otitis media nowadays in their initial 
Stages, as they are treated by my colleagues in general prac- 
tice by chemotherapeutic means with marked success. But 
the ones I do see are those which for some reason or another 
have either failed to respond to the drug or are left ~ sitting 
on the fence.” By this | mean that complete resolution has 
not occurred, yet the usual clinical picture of otitis media 
is scarcely recognizable. In these cases the residual affec- 
tion seems to vary: in One it may be persistence of pain; 
in another, persistence of temperature (often without a corre- 
sponding rise of pulse rate). Where the drum has ruptured 
spontaneously or has been incised there may be persistence 
of discharge and deafness. The appearance of the patient is 
striking: he looks as “sick” as he feels, and following the 
usual clinical picture of toxic absorption he looks and feels 
worse when the discharge is scanty, but often with only a 
mild pyrexia or even none at all. Even our old friend the 
state of the tongue is a less reliable guide as to the need 
for surgical intervention. 

The conduct of a case of acute otitis media after chemo- 
therapy had apparently failed is not always as straight- 
forward as might be expected, even though it might reason- 
ably be assumed that half the battle had already been won. 
Two recent cases may be quoted. 

A middle-aged man failed to respond satisfactorily to 
sulphapyridine after an attack of acute otitis media. A 
paracentesis was performed and the culture grew haemo- 
lytic: streptococci. Discharge after paracentesis was scanty. 
There was little indication for intervention except persistent 
deafness and pain at night only, which was sufficient to keep 
him awake. I drained a mastoid full of pus, after which 
the whole condition cleared up rapidly. 

The second case was in a man of about 30 years who was 
successfully treated with sulphapyridine for an attack of 
acute otitis media, and in spite of spontaneous rupture of the 
drum and discharge he had a dry ear in five days. After 
a week it flared up again, and when | saw him four days 
later he looked fairly well, but spoke like a man with a 
quinsy, due to a generalized oedema of his pharynx. His 
temperature was swinging up to 104° F., but his pulse was 
slow in comparison. He had a central perforation in the 
drum, through which was coming a copious flow of pus. He 
had no mastoid tenderness. His tongue was fairly clean but 
he felt shivery. At operation his mastoid was found to be 
full of pus, which welled up from the region of the tip 











M 


—_— 


cells, 
seque 
Culte 
storn 
to sv 
swell 
This 
reins! 
blooc 
exclu 
sible 
ichth' 
whicl 
Conc 
It) 
logy 
contr 
of th 
Quecl 
jugul 
a Bez 
ver) 
was | 
apicit 
conch 
No 
for a 
and 1 
pilotit 
but r 
whole 
theray 
Mr. 
first i 
ably 
or co 
makin 
be us 
It v 
empir 
emplo 
be ob 
taneot 
ance | 
a pne 
institu 
differe 
Strept 
1 de 
use oO 
bring 
bility 
consec 
throat 
an eal 
for th 
the fo 
(1) 
(2) In: 
aborte 
Say, § 
should 
be pe 
In the 
emplo 
must 
must | 
but in 
to inh 
conjun 
seem 
unsatis 
whole 
factors 
childre 
timely 
chronic 
Surg 
thera pe 








May 10, 1941 
cells, and elsewhere there was a remarkable amount of 
sequestration of bone. The lateral sinus appeared normal. 
Culture of the pus grew haemolytic streptococci. He had a 
stormy post-operative period, as his temperature continued 
to swing up to about 101° F., and there developed a brawny 
swelling in his neck with extreme superficial tenderness. 
This swelling spread rather rapidly and sulphapyridine was 
reinstituted in fairly heavy doses, a check being kept on his 
blood picture. As he still felt shivery it was difficult to 
exclude a lateral sinus or jugular bulb thrombosis as a pos- 
sible complication. Expectant treatment with dry heat and 
ichthyol dressings was sufficient to produce a free flow of pus, 
which welled up into the wound from below the mastoid tip. 
Concurrently with this his pharyngeal swelling subsided. 

It is still a little difficult to be certain of the exact patho- 
logy of this sequence of events. Did the sulphapyridine 
control or obscure an actual sinus thrombosis? The state 
of the patient's neck did not encourage the application of 
Queckenstedt’s test or invite surgical procedures on the 
jugular vein. Was the origin of the deep pus the result of 
a Bezold’s type of mastoiditis, for though the bone was not 
very cellular the flow of pus from the ear before operation 
was profuse? There was little to support the diagnosis of 
apicitis, nor did x-ray examination of his mastoids furnish 
conclusive evidence. 

Now I am not averse to giving due credit to chemotherapy 
for any beneficial effect it may have exerted in this case, 
and indeed it may have been largely responsible for safely 
piloting the patient and myself through dangerous waters, 
but nevertheless I had an uncomfortable feeling that the 
whole clinical picture was being obscured by a_ chemo- 
therapeutic fog. 

Mr. Colledge has made two very important points. The 
first is a warning that paracentesis should not be unreason- 
ably withheld when the tablets alone have failed to abort 
or control the infection; and the second is the necessity for 
making a culture of the pus so that the optimum agent may 
be used. 

It would seem that in the first instance treatment must be 
empirical as regards the selection and dosage of the drug 
employed, as confirmation of the infecting organism can only 
be obtained after discharge from the ear either starts spon- 
taneously or follows paracentesis. Sometimes the appear- 
ance of the drum may suggest a streptococcal rather than 
a pneumococcal infection. But after chemotherapy has been 
instituted the appearance of the drum, together with in- 
different physical signs, may even suggest the possibility of a 
Streptococcus mucosus infection. 

I do not wish to decry or condemn for one moment the 
use of chemotherapy in acute otitis media, but rather to 
bring to the notice of those primarily concerned the possi- 
bility of failure (which some will scarcely admit) and the 
consequences of delaying orthodox surgical treatment. A 
throat swab, or better still a post-nasal swab, might give 
an early indication of the organism likely to be responsible 
for the middle-ear infection, and as a rough guide I suggest 
the following procedure should be adopted. 

(1). Take a throat swab and if possible a post-nasal swab. 
(2) Institute chemotherapy (empirically). (3) If attack is not 
aborted or at any rate does not appear to be resolving in, 
say, seven to ten days (or earlier if necessary), the case 
should be referred to an aural surgeon, a paracentesis should 
be performed, and a culture be made from the pus. (4) 
In the light of this knowledge the optimum drug should be 
employed. The dosage may need alteration as well, for it 
must be remembered that, though adequate concentration 
must be maintained, overdosage may be not only dangerous 
but ineffective due to a state of saturation which appears 
to inhibit natural resistance as well as bacterial activity. In 
conjunction with this | have noticed that mastoid wounds 
seem particularly sluggish after chemotherapy. (5) If still 
unsatisfactory at the end of, say, a further ten days, the 
whole case must be reviewed and treatment of contributing 
factors such as nasopharyngeal infection (T’s and A’s in 
children) or mastoid involvement must be considered. A 
timely mastoidectomy may prevent the condition becoming 
chronic with consequent impairment of hearing. 

Surgery should always be ready to enlist the aid of modern 
therapeutic measures, and such measures may even dispense 
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with the need for the knife. But fundamental principles of 
surgery such as the drainage of pus and the removal of dead 
tissues can scarcely be discarded as yet in favour of any 
other means.—I am, etc., 


Canterbury, April 23. 


Obscure Nervous Effects of Air Raids 


Sir,—lIt is curious that Mr. Tom Harrisson’s letter (April 12, 
p. 573) and Dr. H. Crichton-Miller’s comment upon it (April 
26, p. 647) have not aroused more interest. I am sure that 
cases of mild stupor following severe bombing are much more 
common than appears. One can hardly agree with Dr. 
Crichton-Miller’s statement that these cases are formes frustes 
of encephalitis lethargica or that a competent rhinologist could 
confirm the diagnosis. 1 feel that Dr. Crichton-Miller perhaps 
has made a slip of the pen, and really meant toxic encephalitis 
due to sinusitis, and not encephalitis due to epidemic virus 
infection. I would suggest that the stupors in these cases are 
caused by: (1) actual concussion due to the impact of blast 
(blast acts as a solid body, and it is easy to see how it 
ricochets down a road, breaking windows in patches on 
alternate sides of the rows of houses. Surely such impact 
could cause real concussion); (2) toxic encephalitis (? as 
suggested by Dr. Crichton-Miller) due to release of toxins, 
perhaps through a damaged cribriform plate or into the 
blood stream from sinuses, teeth, etc. ; and (3) a reflex reaction 
without organic basis similar to the “death shamming”™ of 
animals and insects. It would be interesting to hear the 
opinion of an expert such as Dr. Pickworth on the toxic 
encephalitis theory.—I am, etc., 

London, W.1, May 3. , 


CHARLES OXLEY. 


CLIFFORD ALLEN. 


Medical Man-power 


Sir,—Could you, or someone more in touch than I am with 
the official point of view, answer the following question? 
Why, with so many highly qualified refugee doctors in our 
midst, is it necessary to send America an SOS for a thousand 
medical men to help us out of our difficulties? 1 can under- 
stand the objection to.the admission of those of non-British 
birth into the fighting Services, but I gather that many of the 
recruits are required for our hospitals. If we have allowed 
these medical refugees to take British qualifications and to 
settle here, it seems illogical that we do not permit them to 
work for us when we are in need of their skill. I understand 
that a few of them have wielded pick and shovel in the 
Pioneer Corps. Surely this is a waste of highly qualified men. 
—I am, etc., 

London, W.1, May §. 


Sirn,—Dr. Charles Franklyn in his very relevant letter 
(May 3, p. 690) includes the following query: “ What has 
happened to the thousands of consultants and general practi- 
tioners from denuded areas whose practices have virtually 
disappeared? ~ From some recent experiences of my own 
] am moved to press that this question should be clearly 
answered. Owing to what we are informed is an “acute 
shortage of medical personnel” in Britain the services of 
many doctors from abroad are now being solicited and 
accepted. Is it perfectly certain that all our native 
practitioners whom the oncoming of this war has deprived of 
their clientele have been given full opportunity to place their 
experience and special aptitudes at the disposal of their 
country in her hour of need?—-I am, etc., 

Helmsley, York, May 4. 


KENNETH WALKER. 


A. J. Brock. 


Overburdened Doctors in Reception Areas 


Sir,—In view of the acute shortage of civilian doctors in 
rural areas it is surprising that an overburdened profession 
has done so little to enlist the much-needed, and apparently 
readily available, medical aid from America. 

It is hardly necessary to enumerate the diverse factors 
which to-day make medical practice in a reception area an 
impossibly heavy and difficult task—a task which must be 
shouldered without assistance or respite and which grows 
more unmanageable with each fresh bombing raid on our 
cities, as more and more evacuees crowd into these already 
over-populated areas. When the exhausted doctor himself 
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succumbs to intercurrent infection there is panic: there is no 
locumtenent to take his place. Yet, as recently as last 
January, you published a letter by Halliday Sutherland inti- 
mating that out-of-work doctors were pining for jobs. I 
should be very grateful to hear from these, if they still exist. 
If not, would any colleagues who «ce their own case described 
in this letter communicate with me with a view to directing a 
joint appeal to such medical authorities in America as may 
be in a position to come to our aid? | have already sent such 
an appeal on my own initiative, and have suggested that the 
most effective form of aid would be the establishment of a 
pool or unit of American doctors in Britain, members of 
which would be on call to go as locumtenents or assistants to 
overburdened practices in the country. 

If the threat of a major epidemic occurring at any time 
is to be catered for at all it must be done in advance ; under 
present conditions few of us can contemplate such a threat 
without forebodings of disaster.—I am, etc., 


Bagshot, May 3. S. GRAHAM. 


Distribution of Air-raid Casualties 


Six,—Complete co-ordination of the casualty services is of 
paramount importance. The Ministry of Health might issue 
definite instructions to be carried out. 1 suggest a few. 

(1) The medical officer on duty at main control, whoever 
he is, shall be the only medical officer in the control room, 
and from him orders will be given to sub-control, hospitals, 
first-aid posts, and depots, as well as to his staff. (2) The 
group officer is not necessary on the main control: he should 
visit each hospital where casualties are being admitted. (3) 
There should be no necessity for medical superintendents to 
telephone to main control, except for a visiting team or for 
some special advice or requirement. Hospitals should have a 
rota of priority cases coming to them as outlined below : 
and Control, knowing the “ bed state,” could advise of coming 
cases. (4) Hospitals with four operating theatres should take 
precedence over those with lesser number and should be given 
the first thirty cases; those with two theatres the next twenty 
cases; and those with a single theatre the next ten cases. 
When these numbers have been distributed sufficient time will 
have elapsed for the same distribution to be gone through as 
many times as necessary. Thus there will be no delay in 
treatment nor any overworking of the surgical staff. There 
should be no misuse of medical man-power by putting such on 
*“ one-way traffic,’ which can be done by a nurse or orderly. 
(5) The Minister of Health should control hospitals, first-aid 
posts, depots, and first-aid parties, nurses, ambulances, and 
rescue parties. The worth of the rescue parties is mainly 
life-saving during a raid, and they should work in conjunction 
with the first-aid parties, who should be taught rescue work 
forthwith. Review should be made of the physique and com- 
petence of all depot personnel. (6) The incident officer is one 
of the police officers; I submit that a medical man should be 
the director for the competent direction of first-aid parties. (7) 
The importance of a mobile unit with its doctor cannot be 
over-emphasized, especially in classifying cases and deciding 
what is a serious case. Conditions of air-raid casualties mis- 
lead first-aid party men: if we get more casualties per bomb 
the value of the mobile unit will be better recognized. (8) 
Every doctor of main control, every clerk there, every M.O. 
of first-aid posts, every medical superintendent of a hospital, 
every depot superintendent, every sub-control, the head of the 
fire brigade, A.R.P. officers, and every ambulance driver 
should be given a copy: of the instructions for the whole 
service. (9) As the M.O. at control knows the bed state and 
the distribution of the cases, there will be no switching of 
ambulances except to circumvent road blockages, about which 
both the incident officer and main control would have infor- 
mation, but drivers of ambulances should know all alternative 
routes. The responsibility for this rests on depot superinten- 
dents, who should test them from time to time. (10) The duty 
of calling outside help of any kind rests with the A.R.P. 
officer after the casualty medical officer has advised him of 
his needs.- (11) Alternative “shadow schemes” for hospitals 
are already a duty of the M.O.H. and group officer. (12) 
Ambulances to remove cases from hospitals during a raid are 
not practicable or advisable.—l am, etc., 


April 28. CO-ORDINATION, 
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Mobile Units 

Sir,—As some correspondents consider mobile units to be 
of little use I should like to make the following suggestions 
based on experience in one of our most heavily attacked 
towns. (1) Where a large number of casualties are reported 
a doctor and the unit are sent. (2) Where there are a few 
casualties in a highly dangerous place a doctor and a nurse 
are sent if serious cases are reported requiring a doctor. (3) 
The vast majority of incidents will consist of several houses 
bombed in one or more adjacent roads. If casualties are 
present or suspected: (a) in one house a doctor and a nurse 
are always sent if possible ; (>) in several houses, a doctor and 
the unit are dispatched. 

The routine in 3 (+) is that the doctor with a nurse and 
several auxiliaries rapidly visits all casualties in his own car, 
leaving a nurse at each house if required. He thus grasps the 
whole situation at once and acts as the occasion demands, 
Where buried persons are likely to be dug out soon nurses are 
left to call the doctor when required. It should be noted that 
the personnel are scattered in case of bombs falling. The 
van, which has followed after the doctor’s car, is stationed 
near the centre of the incident. 

The doctor should be able to go with a nurse to any place 
strictly local to his station whenever he has heard a bomb 
drop there and to call out his unit later if required. He will 
notify the Report Centre of his movements before leaving his 
station, and if he has to remain on the incident he is Visiting 
he will send a report through a warden and warden’s post to 
the Report Centre. Much valuable work is done in this way, 
especially as the doctor (and unit) is often there before any 
first-aid parties, : 

It is very important that doctors should carry bags stocked 
for emergencies and nurses should carry light packs on their 
backs containing dressings, etc. This enables the doctor to 
work (as he often must) at some distance from the van, 
prevents loss of time in fetching things, and minimizes risk 
to life in unnecessary walking about. The van should be 
adapted so that injections of A.T.S. can be given in it at night 
if necessary. 

I completely disagree with the suggestion that a doctor 
should wait until someone (generally at first a member of a 
first-aid party) reports a case of severe haemorrhage or one 
requiring morphine, because usually the quickest way to obtain 
a doctor's help then is to rush the patient into hospital. Under 
the scheme outlined the doctor is on the scene before or soon 
after the first-aid party. If these suggestions are carried out 
there will be no doubt about the value of mobile units— 
I am, etc., 

Apri: 23. 


Maurice E, J. Packer. 


Bureaucratic Surgery 


Sir,—I suspect that there are many members of the E.M5S. 
who feel that Mr. Norman Lake voiced their feelings in his 
letter (April 19, p. 602). On the surface, it would seem 
almost insulting to suggest that scalp wounds cannot be dealt 
with satisfactorily by a general surgeon: or that he is s0 
“dull” that he may overlook the possibility of injury to bone 
or brain. Incidentally, how many surgeons endeavour to 
ascertain the presence of injury to underlying brain if the 
skull is found to be intact? | wonder what comment Mr. 
Lake would make upon the following experiences of recent 
months, and what steps he would wish taken in an attempt to 
avoid repetition of such errors. 

(1) Case of I-in. scalp wound: stitched at F.A.P.; fracture 
with. penetration of brain by bone fragments not detected until 
one week later: ultimately, death from septic encephalitis. 
(2) Case of compound depressed fracture, with involvement of 
the brain: inadequate operation by an (?) inexperienced 
surgeon in a general hospital, without even shaving the hair; 
B. welchii infection, ultimate recovery. (3) Case of extensive 
compound depressed fracture, with involvement of the brain: 
operation by a surgeon competent in general work ; the haif 
not clipped for more than | in. from skin edges. (4) Suture 
of an extensive irregular scalp laceration without excision: 
inadequate shaving ; wound infected and skin necrosis ; C.SF. 
leaked through infected wound from undetected small 
perforating fracture of the vault. 
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These are the more serious cases : others less grave could be 
added to the list. 

No one doubts the ability of Mr. Lake or indeed any other 
competent surgeon to excise a scalp wound; but since 
casualties are many and the patients can have no choice in 
selecting their surgeon, and since the judgment and ability 
of hospital staffs vary in degree, an effort must be made to 
avoid errors and omissions which so easily lead to a fatal 
issue. Scalp wounds can be trivial, but they can also conceal 
grave dangers; therefore they should always be regarded as 
potentially serious until proved otherwise. 

The reason for transferring cases of nerve injury is surely 
very sound. Nerve suture itself is only one item in the 
conduct of the case. After-care is at least as important, and 
requires prolonged treatment, for which the best facilities are 
to be found at orthopaedic centres, where there is the further 
advantage that the surgeon who operates can watch the result 
of his handiwork. 

The present methods of solving these problems will un- 
doubtedly cause heartburning and perhaps resentment in the 
surgeon who wishes to tackle everything. As always, the 
acid test is, What is best for the patient?—l am, etc., 

D. W. C. NortHrietp, M.S., F.R.C.S., 

April 28. Surgeon in Charge of a Special Head Centre. 


Orthopaedics and Orthopaedic Surgery 


Sir, —The annotation on “ Physical Medicine, Orthopaedics, 
and the Services” (April 26, p. 633) calls for comment. 
Instead of dealing with orthopaedics, the article follows a train 
of reasoning based upon references to orthopaedic surgery. 
Is this not a case of petitio principii? lt begs the question. 
Orthopaedics and orthopaedic surgery are not one and the 
same thing. Orthopaedic surgery is only a part, and actually 
not a major part, of orthopaedics. The origin, development, 
and growth of orthopaedics have rested mainly upon matters 
relating to physical education, the problems which confront 
medicine as distinct from surgery, and upon the treatment of 
disabilities due to trauma. Orthopaedics has no real balanced 
future considered merely as orthopaedic surgery alone. The 
article differentiates so seriously against orthopaedics in favour 
of physical medicine that it amounts to special pleading. 
Considered on the basis of the actual title of the article, its 
recommendations cannot, in my opinion, be sustained, 

I am, ete., 


Edinburgh, May 3. W. A. COCHRANE. 


Agglutinin Titres of Pooled Sera 


Sik,— Your correspondent Dr. J. T. Rice Edwards (April 26. 
p. 644). commenting upon the case reported by Drs. R. 
Mayon-White and O. M. Solandt from this depot, hazarded 
the opinion that iso-agglutinins may be present in appreciable 
quantities in pools of sera prepared from the bloods of 
Group A, B, and AB donors. In the preparation of such 
serum pools at the S.W. London Blood Supply Depot the 
serum is pipetted off from each individual bottle, together with 
a small number of red cells in suspension. When these sera 
are mixed the agglutinogens of these red cells help to 
neutralize the corresponding iso-agglutinins of the pooled sera. 
The methods employed at the other depots, from which pools 
of serum are obtained for the Medical Research Council's 
Serum Drying Unit which supplied the dried serum used in 
the treatment of this case, also involve a slight contamination 
of the serum with red cells. 

Moreover, the sera themselves contain in solution group- 
specific substances (Schiff, Alin. Wseh., 1924, 3, 679). This 
Observation has been confirmed in this depot by Dr. E. F. 
Aubert. In a paper shortly to be published he shows that the 
mixture of sera. Seitz-filtered to remove red cells and red cell 
debris, of Group A and B donors results in a diminution of 
the respective beta and alpha iso-agglutinins to titres which 
would be of no significance in transfusion work, 

Pools of serum produced in this depot have been shown to 
have agglutinin titres so low that no naked-eye agglutination 
with A and B red cells can be detected. Plasma pools have 
similarly low agglutinin content.—I am. ete., 

J. F. Louris, 
Medical Officer in Charge, S.W 
Blood Supply Depot. 


April 28. London 
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Injury and Internal Disease 


Sir,—The paper by Dr. G. F. Walker (May 3, p. 659) will, 
I trust, attract wide attention. I for one should like to express 
to the author my admiration for its clarity and precision. 

Personal experience in clinical, medico-legal, and literary 
work on two of the subheadings—cancer and diseases of bones 
and joints—suggests that two small additions might be welcome. 
The first concerns the author's Table Ill, in which he gives 
four generalizations as to the shortcomings and conflicting 
views in the literature. Here I should like to add one which 
to me always seemed most impressive. It is the bewildering 
variety of meanings read into the term “trauma.” The author 
rightly uses it only occasionally. “ Injury” is much better and 
Jess apt to be twisted to fit into strange theories. By a curious 
coincidence a classical example of what can be done with the 
words “trauma” and “traumatic” is provided in the same 
issue in the letter by Dr. C. Leleu on the cause of appendicitis 
(p. 689). Do we really agree that its cause isa “trauma”? | 
doubt it. But the point is that what later in this letter is 
described as “trauma to the blood vessels” is no trauma at 
all. The word “trauma” means nothing but injury. It is its 
translation into Greek. Once we begin using it as an equiva- 
lent for all kinds of pathological changes—congestion, irrita- 
tion, physiological strain, the so-called mechanico-func- 
tional trauma to bones and joints of German writers—it 
assumes so many ill-defined meanings that it is in danger of 
iosing its only true and well-defined one—that of injury o1 
accident. 

The second addition refers to the much-discussed problem 
of the part injury is said to play in the causation of sarcoma 

-more especially bone sarcoma, giant-cell tumours, and bone 
cysts. In a paper on “ Osteitis Deformans Paget and Osteitis 
Fibrosa v. Recklinghausen ” (Ergeb. Chir, Orthop., 1933, 26, 
381) 1 tried to show that neither should ever be regarded as 
being commonly due to injury. Behring (Acta chir. scand 
1930, 66, 197) found in his large series of patients with sarcoma 
of the long bones that only 31 mentioned injury in their 
history ; of those with giant-cell tumour of the long bones 
33°... The mere possibility of a connexion he admitted in 
17.5 and 18 respectively. As to bone cysts and “ brown 
tumours,” Only six out of 165 cases reported between 1925 
and 1932 by different authors seemed to me to admit injury 
as a possible cause, while their authors thought of it in 20 
In twenty-four of my own cases of bone cysts and “ brown 
tumours,” four patients only mentioned injury spontaneously 
all were asked, and the majority expressly denied that any 
injury had been suffered. 

It is well to remember that, although cysts and benign and 
malignant tumours are not very rare in the jaws, none was 
then (1932) known to have followed fractures or the innumer- 
able lesser injuries involved in boxing. Nor did I find a single 
case where a tumour had been ascribed to such cause as the 
severe jolts, kicks, infractions, or fractures at either football 
or ski-jumping. These statements apply, of course, only to 
point (a) in Table | of Dr. Walker's paper—that is, to injury 
as the only cause of the disease in any given case.-I am, ete 

London, W.1, May 3. L. S. Micuaiits 


Subcutaneous Ligature of Varicose Veins 


Sir, have read with interest the article (April 26, p. 626) 
by Dr. H. S. Russell describing subcutaneous ligature of vari- 
cose veins. | feel that it would be a pity if this method became 
widespread without a little further thought. It is clear that 
his operation cannot be performed at or near the saphenous 
opening, from the risk of damaging more important structures 
It was the haphazard ligature of the saphenous vein some 
where in its course that brought the so-called Trendelenburg 
operation into disrepute. It was soen found that unless the 
saphenous was ligatured at its entry into the femoral vein 
and all its tributaries also ligatured, recurrence would take place 
from anastomoses above and below the ligature. 

The proper ligature operation demands a complete exposure 
of the vein at its highest point. This can be and is usually 
done as an out-patient procedure under local anaesthesia, and 
it is an important part of the treatment that the patient should 
not be put to bed. It therefore incommodes the patient no 
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more than Dr. Russell's blind method, which must be at the 
best uncertain. But the operation is not to be considered easy. 
and demands all that care and attention associated with surgical 
procedures and perfect theatre technique, otherwise tragedies 
will occur. It is not an advance to operate in a consulting 
room, nor is it ever wise to carry out any treatment, much less 
one associated with needle pricks. with the patient standing 
up.—I am, ete., 
Nits L. Eckuorr, F.R.C.S. 
Guy's Hospital, S.E.1, April 28. 


Six, —-Dr. H. S. Russell (April 26. p. 626) is to be congratu- 
lated on his method of temporary subcutaneous ligature of 
varicose veins with silkworm gut inserted by means of a 
perineal needle. Where the vein is not too obscured by sub- 
cutaneous fat the suture can be inserted even more simply 
by passing a hypodermic needle under the vein and threading 
the suture through it. As the puncture is similar to what will 
be used in injecting the veins no local analgesic seems called 
for.—I am, etc., 


Birmingham, May 3. J. W. Rippocn, 


Natural Therapeutic Agents 


Sir.—May I offer a practitioner's applause to Captain Leshre 
Saunders on his admirable article (April 26, p. 624) on derris 
root and scabies, in which he describes the efficacy of the 
natural derris root in the treatment of scabies. It has occurred 
to me that pharmacological research, while concentrating on 
pure chemotherapy, has left untapped many natural thera- 
peutic agencies. For instance. the virtues of rhubarb root, a 
favourite and valuable remedy with all practitioners, have 
not been completely surveyed. Is there not some pharma- 
cological relationship between the anthraquinones of rhubarb 
and its allies and the naphthaquinones of vitamin K? They 
both appear to improve the body by liver action. Or again, 
would rhubarb be of more value in psoriasis than its consti- 
tuent chrysarobin? One hesitates to reintroduce the idea of 
pleomorphism into pharmacology, but I think it is worth con- 
sideration, “lest we miss the many-splendourd thing.”—l 
am, etc., 


Kearsley, Lancs, April 28. D. OCKMAN. 


Adrenal Grafts in Addison’s Disease 


Sir, —Dr. J. J. Conybeare (May 3, p. 688) doubts whether Drs. 
Katz and Mainzer’s case of successful grafting of an adrenal 
gland had Addison’s disease because there was no pigmenta- 
tion. 

That adrenal grafting can be effective in cases of Addison's 
disease seems substantiated by the fact that in a deeply pig- 
mented, bedridden patient with an extremely low blood pres- 
sure I grafted an adrenal in May, 1935. The patient was 
shown at the Royal Society of Medicine by Dr. Keele in 
November, 1935, and again in September, 1939. 1 saw her 
quite recently; she stated that she was quite well and was 
working as an Army cook. She was still deeply pigmented. 
~-I am, etc., 


London, W.1, May 2. HAMILTON BalLey. 


Renal Complications of Sulphapyridine 


Sir,—Attention has been drawn recently to the dearth of 
Jiterature in this country on the renal complications of sulpha- 
pyridine (Major F. R. Fletcher, February 15, p. 242; Mr. J. C. 
Leedham-Green, April 19, p. 586). I think it may be of interest 
to mention a case of haematuria and anuria following sulpha- 
pyridine therapy. 

The patient, a man aged 46, was admitted to hospital with 
lobar pneumonia. On January 28 sulphapyridine was given in 
the usual dosage, and on February | haematuria, with pain 
in both loins and tenderness, was noted. This was followed 
by complete suppression of urine. The drug was stopped, 
a total dosage of 26 grammes having been given. On 
February 2, 40 c.cm. of a 50° solution of glucose was given 
intravenously and hot packs applied to the loins: the anuria, 
however, persisted. The patient became drowsy on_ the 
evening of February 3; his tongue was dry, and the non- 
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protein nitrogen content of the blood was 88 mg. per 100 c.cm. 
Five hundred c.cm. of 4.285 sodium sulphate with 10% 
glucose in normal saline was given intravenously by the drip 
method. The following morning the patient passed three 
ounces of rather thick reddish-brown urine, followed later 
in the day by gradually increasing amounts of macroscopically 
normal urine. Renal function tests performed some days 
later revealed no impairment of concentrating power. 

The response to the intravenous administration of sodium 
sulphate solution is worthy of note in view of the successful 
application of a similar solution in Mr. J. C. Leedham-Green’s 
case.—I am, etc., 


Liverpool, April 29, J. ROWLAND HUGHES. 


Sulphonamides in Diphtheria 


Six,—I read with interest Drs. A. Kefalas and M. Goldin’s 
letter (April 26, p. 648) on their experience of the value of the 
sulphonamide group of drugs in the treatment of diphtheria, 
These should be of great value, especially in those cases 
complicated by an additional haemolytic streptococcal infec- 
tion, 

Dr. R. A. Q. O'Meara and Dr. P. A. McNally stated in a 
paper read betore the Section of Pathology of the Royal 
Academy of Medicine in Ireland-on February 14 that by 
combining sublethal doses of diphtheria toxin derived from the 
Parke-Williams No. 8&8 strain with relatively insignificant 
amounts of other bacterial toxins, effects can be obtained 
similar to those previously produced by combination of the 
classical diphtheria toxin with extracts of gravis strains. If 
guinea-pigs are inoculated subcutaneously with such mixtures 
they develop large swellings with increased local necrosis and 
later paralysis. Their work suggests. at least to me, that even 
the presence of a mild additional haemolytic streptococcal 
infection to the diphtheria already present seriously aggravates 
the condition. 

My experience is that these complicated cases do well if 
treated with adequate serum and the proper dosage of the 
sulphonamide group of drugs. It is customary in other fevers 
to give a large dose of one of these drugs at the start, and 
subsequently to give smaller doses to keep up the concentration 
of the drug in the blood. Unfortunately, if these drugs are 
given orally in the usual dosages there will be a tendency in 
certain cases to set up vomiting, which may seriously 
jeopardize the patients chances of recovery, especially as 
a diphtheria case is peculiarly liable to cardiovascular com- 
plications. These drugs should preferably be given by the 
intramuscular or the intravenous route. If this is undesirable, 
great care should be taken in giving the drugs by the mouth. 
—I am, etc., 

G. E. Donovan, 
Medical Officer of Health, Gorseinon, 


Swansea. 


April 29. 


** Heat Convulsion” 


Sir—Dr. S. E. Osborne’s case of “heat convulsion” 
(May 3, p. 689) appears to be due to anoxia rather than to 
heat. Convulsions due to hyperpyrexia are usually marked by 
a temperature around 110° F., a hot dry skin, considerable 
cyanosis, and preceded by malaise, headache, and restlessness 
for a period varying from a few hours to a few days. The 
danger of anoxic states supervening during nitrous oxide 
anaesthesia is not sufficiently appreciated, but thirteen cases 
were reported and the literature reviewed by Courville in 
1936.' Courville emphasizes that cyanosis is not a necessary 
prelude, and that in toxic states severe cerebral damage can 
be done by comparatively mild degrees of anoxia. The free 
perspiration, excessive salivation, tachycardia, twitchings of the 
facial muscles, and clonic movements of the limbs suppres 
sible by barbiturates, form a typical picture of an anoxic 
state of moderate severity. The condition cannot be relieved 
by the administration of oxygen, since the cellular changes in 
the brain are irreversible, usually temporarily so, as in Dr. 
Osborne's case, but sometimes permanently so with lifelong 
dementia as a sequela. 

One seems to be justified in assuming that in the present 
case the toxic state of the brain tissue rendered it especially 








1 Medicine, 1936, 1§, 129, 245. 
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sensitive to anoxia and that it suffered damage of this type 
despite the proportion of oxygen inhaled. On the other hand. 
it is possible that a temporary fault in the anaesthetic appara- 
tus resulted in more nitrous oxide being given than was in- 
tended.--l am, etc., 


Sutton, Surrey, May 3. A. M. SPENCER. 


Paste for Burns 


Sir, —The use of “ euglamide™ in the treatment of burns as 
described by Dr. J. M. Robson and Mr. A. B. Wallace (March 
29. p. 469) has proved to be very successful. Since the 
publication of this article we have been using this paste 
regularly tor all cases of second- and third-degree burns, and 
have noticed quick healing without development of sepsis 
The number of cases treated was considerable. due to recent 
enemy action. It has now become almost a routine treatment. 
The same paste has also proved to be very useful for ordinary 
septic lacerated wounds and abrasions. We apply the heated 
euglamide paste directly to the septic area. This paste is ot 
similar consistency to antiphlogistine and applied in the same 
way. The wound is usually clean after one to two days of 
treatment and healing takes place rapidly. We also use it for 
impetigo and other septic skin conditions. We have prepared 
a solution of 5°, sulphonamide in equal parts of glycerin and 
vitaminized oil, which we use for packing large infected 
wounds. We have called it euglamide liquid, and find it 
satisfactory... Instead of albucid, the sulphonamide used by 
Robson and Wallace, we use sulphanilamide with satisfactory 
results.—-I am, ete., 

April 24. E. Franket, M.B., B.S. 


Convulsion Therapy by Electricity 


Sik.- Dr. Gerald Caplan (April 26, p. 647) surely applied 
a peculiar individual twist to the interpretation of my letter 
(April 12. p. S71). 1 did not state that the faradic shock 
method described by him (March 29, p. 479) was ~™ fully 
investigated in the nineteenth century.” but only that closely 
similar methods were then described. My very brief descrip- 
tion of Allbutt’s method was prompted only by the fact that 
the work was carried out in this country. For an early 
account of the uses of faradism | would refer Dr. Caplan to 
Erb’s Hundhook of Electro-therapeutics, twanslated by 1 
Putzel. London, 1883. 

Objection is also taken by Dr. Caplan to my suggestion 
that the convulsion described by him might have been due to 
the summation of subliminal stimuli. These he states were 
applied at intervals of “twenty-four hours.” Nowhere in Dh 
Caplan’s paper do | find the words “ twenty-four hours ~ used. 
but he does state that “fifteen shocks of half a second’s 
duration are given at intervals of half a second.” 

fo Dr. Caplan’s criticism that | am more tamiliar with the 
literature of the nineteenth century than of the present, | can 
only reply that I had not had a pre-view of the April number 
of the Journal of Medical Science when | wrote on March 31. 
Incidentally, Dr. Caplan has not yet produced evidence to 
show that electric convulsion therapy might give rise to brain 
lesions and lung abscesses. as implied in his generalization. 
The references quoted by him in his paper are concerned 
with the pharmacological convulsants. Surely Dr. Caplan’. 
lears with regard to the serious import of vertical fractures 
have been set at rest by the conclusions of Drs. Cook and 
Sands. who are of the opinion that ™ there is no justification for 
allowing the risk of vertebral fractures to preclude convulsion 
treatment in suitable cases.” 

Dr. Caplan envies me my ~ good luck” in not having any 
complications with electric convulsion therapy. 1! might here 
state what seems to me a significant fact--namely, that 1 was 
less fortunate when using cardiazol. for two patients sustained 
a fractured femur before this method had been in use fo: 
a Year. 

1 must regard Dr. Caplan’s concluding paragraph «as che 
soit answer that “turneth away wrath.” for | certainly have 
no objection to any form of scientific research that will throw 
some light on the problem of mental disease. 1 am. etc.. 


Warlingham, Surrey, April 30. James S. McGricor 


This correspondence ts now closed. -Ep., B.\1./. 
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Sims’s Operation: Then and Now : 


Six,--The profession is indeed greatly indebted to Prot 
Chassar Moir for his learned address on the above subject 
(December 7. 1940. p. 773). Although it is believed that 
vesico-vaginal fistula is nowadays less common in the Furo 
pean countries, it is not so in the Fast. the reason being that 
here expectant women are slow to seek medical aid and that 
midwifery and gynaecology are not practised as a specialty 
Here is a case in point, 

One young woman, otherwise healthy and in the prime of 
life. after having undergone more than one operation fo: 
vesico-vaginal fistula without success, was leading a miserable 
life, discarded by her husband. When she was seen by me 
she was using a cone-shaped piece of soft wood for plugging 
the fistular opening, as advised by a local “leech.” She was 
radically cured by me by an operation performed on her in 
1935, and has been thus rescued from a “distressing and 
unsocial condition.” 

I have on a previous occasion (August |, 1936, p. 260) written 
to your Journal on this operation, following an article by Mr: 
W. Arch. Mein (June 13, 1936, p. 1207). In my experience 
three chief conditions are essential for the simple Marion Sims 
operation to be successful in the very first attempt. The) 
are: (1) Free internal exhibition of a safe and reliable modern 
urinary disinfectant some days preceding and following che 
operation. (2) A large indwelling over-size rubber catheter 
about 3/8 inch in diameter, nearly the size of a rectal o1 
stomach tube. It must be remembered that the adult female 
urethral passage is dilatable to that extent with little pain or 
permanent damage, provided it is dilated with careful tech- 
nique. (3) Avoiding unnecessary post-operative irrigation ol 
the bladder. Irrigation. especially a forcible one, invariably 
leads to distension of the cystic wall, causing the lotion to 
force its way between the stitches. The over-size catheter 
permits ready and free flow of the urine, allowing the bladde: 
to rest and remain nearly empty till the wound is healed 
permanenily by primary or secondary union, according to the 
method of repair. am, ete.. 


Colombo, March 10. I. Davip 


Medical Planning Commission 


Sik, -Many individual voices have been raised recently in 
discussion of the organization of medical services, and from 
these individual views, expressed in the medical press and 
elsewhere, it is evident that considerable apprehension exists 

We of the Sutton and District Medical Society have, at our 
recent meetings. been giving much time to free discussion of 
the problems that lie ahead. In this letter we wish, as a bod) 
to bring our views before the profession, and to give expres 
sion to doubts and dissatistactions that we believe to be wide 
spread. We are a society of sixty members, comprising 
general practitioners, medical officers of health, specialists 
and medical women. and can fairly claim to represent al! 
branches of medical opinion in this area of Surrey. Howeve: 
divergent our professional activities and interests, we are sub 
stantially agreed on the following points: 

(1) We would welcome such evolutionary changes as might 
be indicated by past experience and by present and future 
needs, but we view with some apprehension the suggestion 
indeed the threat. of sweeping reorganization, perhaps with 
out sufficient “ventilation” or adequate discussion or debate 
by the profession as a whole. And especially would we regret 
the handing over of the profession to bureaucratic contro! 
we believe this would be an unhappy change for both the 
public and ourselves, 

(2) We are impressed by the fact that the B.M.A., ts regarded 
with indifference or distrust by numbers too great to be ignored 
That such an attitude should exist is to be regretted, but we 
ure convinced that this feeling is widespread and very real 

(3) The Medical Pianning Commission ts, we think. un 
representative in character and undemocratic in origin 

(4) In view of the above we feel we must recognize that at 
the present time there does not exist any body which con 
mands the confidence of the majority of the profession, or can 
justly claim to represent it. 
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(5) There is therefore an obvious need for such a body, to 
interpret medical opinion, and to speak and to negotiate with 
authority on its behalf, 

(6) The British Medical Association seems to us to be 
naturally the body of choice, but essentially a revitalized Asso- 
ciation, able to attract those of the profession without its gates 
and to inspire those within, 

(7) We have, in common with many others, constructive 
proposals to offer as to the direction of medical progress, 
but it appears to us that the primary necessity is the forma- 
tion of this body. Meantime, we consider it of the greatest 
importance that societies similar to our own throughout the 
country, or groups formed for this specific purpose. should 
bring these matters into discussion, and publish their views 
in the medical press. We feel this would be a real contri- 
bution towards the solution of our difficulties.—We are, etc.. 

T. H. WHITTINGTON, 
J. CRAWFORD, 
Hon. Secretaries, Sutton and District 

April 28. Medical Society 

Sik,—At a meeting of the Hampshire Local Medical and 
Panel Committees held on April 23 last, the objects and con- 
stitution of the Medical Planning Commission were fully dis- 
cussed by my committee, and the following resolution was 
unanimously adopted: “ This committee is of opinion that no 
findings of the Medical Planning Commission as at present 
constituted should be submitted to the Government for 
approval without the general approval of the body of the 
profession through the Local Medical Committees. ”"—l am, etc., 

G. A. E. Roperts, 


May lI. Hon. Secretary. 


Certificates by Medical Practitioners 


Sik,-l was very pleased to see the Warning Notice by the 
General Medical Council regarding certification printed in your 
issue of April 19 (p. 600). | and my colleagues who hold 
posts as factory medical officers are having many difficulties 
thrust upon us as the result of lax certification. These certifi- 
cates are usually, presented to excuse the person from fire- 
watching, shift work, night duty, etc., and many of them. 
while they may seem reasonable to lay members of the 
management, are ludicrous in the extreme when subjected io 
the understanding eye of a fellow member of the profession. 
Many managements will not accept these certificates unless 
confirmed by the factory medical officer, and it is very often 
extremely difficult to confirm them “on soul and conscience.” 
as they say north of the Tweed. The doctor who gives them 
and the doctor who receives them are therefore both placed in 
a very awkward position, and the subject of the certificate is 
placed in a bad psychological position also. He thereafter 
has a constant grouse, and this in turn affects his ordinary 
work. 

As an example of the kind of certificate often received 
perhaps | may be allowed to quote one which was handed to 
me yesterday. It states: “Mrs. X is suffering from neur- 
asthenic fits and Mr. X is unable to leave her alone at night.” 

I am, ete.. 


April 23. J. B. WRATHALL Rowe. 


J. B. Sandoval (Thése de Paris, 1940, No. 127), who records 
twenty-six cases in patients aged from 2 months to 62 years, 
states that B. pyocyaneus septicaemia, which was first described 
by Ehlers in 1870, is a very rare condition of which two forms 
may occur. The first form consists of a pure septicaemia 
without any appreciable manifestations at the site of entry 
and without secondary localizations, while the second form is 
a combination of septicaemia and pyaemia. The source of the 
disease may be the skin, especially in the child, and the intes- 
tinal tract in the adult. Initial cutaneous lesions are excep- 
tional in grown-up persons, and when they do occur B. pyo- 
cyaneus does not play an important part and is merely a 
secondary infection. A predominantly hepatic localization in 


some patients may be explained by the lack of resistance of 
a liver which has been damaged by a previous infection. 
Drugs are of no value in the course of the disease. 


CORRESPONDENCE 
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CORONERS’ WARTIME POWERS 


The exceptional conditions of war have made it neces. 
sary to introduce a shorter procedure for the presumption 
of death in cases where the body of a person who is 
suspected to have been killed in an air raid cannot be 
found. By Regulation 30a of the Defence Regulations, 
when a registrar reports to a coroner that he has reason- 
able cause to believe that a death has occurred in con- 
sequence of war operations and that the body of the 
deceased has either been destroyed, cannot be found, or 
is in a position from which it cannot be recovered, or 
has been buried as that of a person unknown or as some 
other person, the coroner may hold an inquiry. He must 
give notice, to be posited in a public place, and he holds 
the inquiry without a jury and in private, unless the 
Home Secretary otherwise directs. If he finds the person 
to have died the finding has the legal force of a pre- 
sumption of death made by leave of the High Court. 
The procedure will remove what would otherwise consti- 
tute impassable barriers of time and expense in_ the 
administration of the estates of air-raid victims. 


AGREEMENT IN MEDICAL EVIDENCE 


In a personal injury action there is much to be said 
for an arrangement by which the doctors on both sides 
can consult and if possible agree on the evidence con- 
cerning the extent of the injury which they will give in 
court. By so doing it is often possible to obviate the need 
for a number of medical men to give up several hours 
or days to attend as witnesses. The courts recognize 
this possibility and, in the preliminary proceedings, make 
provision for it in suitable cases. It is right, however, 
that the practice should be limited by the requirements of 
each particular case. 

In a recent action’ a workman had his right hand crushed 
in the rollers of a machine, and the sole issue in the action 
was the amount of damages. On the summons for directions 
the District Registrar made the usual order for the medical 
reports to be agreed between the parties if possible and, failing 
agreement, medical evidence to be limited to two witnesses 
on each side. Attempts were made without success to agree 
the medical reports, and when the action was heard the onl) 
evidence given was that of the workman and of a doctor called 
by him who said that the man’s hand was permanently disabled 
and that in his opinion nothing could be done to improve its 
condition. Mr. Justice Croom-Johnson expressed disapproval 
of the calling of the doctor as a witness, taking the view that 
the medical reports should have been agreed. Disregarding the 
doctor’s evidence he assessed himself the working capacity of 
the man and allowed him only £550 damages. On appeal. 
these damages were increased to £1,268 8s. The Lords Justices 
said that the judge had been wrong in law in following his 
own ideas rather than the evidence of the doctor, and his 
estimate had been entirely erroneous. It was very unfortunate, 
said Lord Justice MacKinnon, that a judge should discourage 
the ealling of a doctor in such a case, as it was often of the 
greatest possible advantage that the doctor should be present 
and be subject to cross-examination. and in a position to 
explain what he had written in his report. Lord Justice 
du Parcq added that it was a great mistake to think that it was 
always useful to order the medical reports to be agreed and 
that this direction should always be included. In a case where 
prognosis was an important matter it was most desirable that 
a doctor should be present in court to answer questions which 
the judge might wish to ask, if for no other reason. 











4 Proctor vy, Peebles (Papermakers), Ltd., Times, March 15. 
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It is obviously desirable that the court trying a personal injury 
action—or any other—should have the best evidence obtain- 
able. It is not desirable that medical men should feel com- 
pelled to reach an agreement against their true judgment. Their 
Lordships’ remarks applied, of course, to a case where there 
was no agreement. When an agreed statement is before the 
court the judge would doubtless be satisfied if one medical man 
were present to clear up any uncertainties that might arise. 


FALSE DECLARATION IN WORKMEN'S 
COMPENSATION 


A workman was incapacitated by nystagmus, and when 
examined by a surgeon on behalf of the employers he dis- 
closed that he had previously suffered from the disease. The 
surgeon made a note to this effect in his report, and the em- 
ployers began to pay compensation at the full rate of 30s. a 
week. although when he had first been employed by the firm 
in 1928 he had signed a declaration that he had never had 
n\stagmus. He signed another similar declaration in 1933. 
In fact. as he admitted at the hearing, he had suffered from 
nystagmus at various times, had been incapacitated for various 
periods lasting over seven years, and had been medically 
certified five times as suffering from it. Section 43 (i) (h) of 
the Workmen’s Compensation Act, 1925, lays down that.if it 
is proved that the workman has at the time of entering the 
employment wilfully and falsely represented himself in writing 
as not having previously suffered from the disease. compensa- 
tion shall not be payable. The county court judge found as 
a fact that his false declarations had been wilfully made. 
Nevertheless. he held that the payment and receipt of com- 
pensation constituted a “binding and concluded agreement ~ 
under the Act whereby all questions of liability between the 
parties were settled. The firm appealed,’ but the Court of 
Appeal upheld the judge’s award. There is. by Section 21, 
no difference in effect between an agreement and an award 
of a county court judge. and if an award or an agreement is 
recorded and registered in the county court they have pre- 
cisely the same validity. An unrecorded agreement (such as 
this) is just as effective as an unrecorded award, and precludes 
both parties from raising anew any question which would 
have been relevant when it was negotiated. 
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The name of Captain CuHarttes Epwarp McCLoGurey is in- 
cluded as “ Died” in an Army Council casualty list published 
on April 30. He graduated M.B., B.Ch., B.A.O. of Queen's 
University. Belfast, in 1936. entered the R.A.M.C. as lieutenant 
in April, 1937, was promoted captain a year later, and saw 
service in Palestine. He had been a member of the British 
Medical Association since 1937. 


The death from wounds of Lieut. JoHN Murpocu 
McKiLLop is announced in an Army Council casualty list 
published on May 2. He was educated at the University of 
Glasgow, where he graduated M.B., Ch.B. in 1938. His home 
Was in Glasgow. 


INDIAN MEDICAL SERVICE 


A list of casualties in the Indian Army, published by the 
India Office, records the death of Captain GitBeERT CHARLES 
Retz, aged 28. He was born on September 10, 1912. and was 
educated at Trinity College, Dublin, graduating M.B., B.Ch., 
B.A.O. in 1937. After holding the post of house-surgeon at 
Macclesfield General Infirmary he entered the I.M.S. as lieu- 
tenant in 1938, being antedated one year. He joined the 
British Medical Association in 1938. 


DEATHS IN THE SERVICES 


Wing Commander “FRANK PAUL SCHOFIELD, R.A.F. (ret.), lost 
his fe by enemy action in London last month. He received 
his medical education at St. Bartholomew's Hospital, and 
qualified M.R.C.S.. L.R.C.P. in 1920. Four years later he 
took the degrees of M.B.. B.S. of the University of London. 
He had held the post of house-physician at St. Bartholo- 
mews. In 1926 he entered the R.A.F. as flight lieutenant, 
was promoted squadron leader in 1934 and wing commander 
in 1937, retiring in 1939, 


Captain GEORGE WHARTON KENDRICK, late R.A.M.C., died 
at Cheddar on April 26. He was the son of the late Dr. 
Kendrick of Bilston, and received his medical education at 
St. Thomas's Hospital, taking the M.R.C.S., L.R.C.P. in 1932. 
Entering the R.A.M.C. soon after qualifving, he became 
captain in 1934. He had recently served in India and was 
stationed at Benares, but had to leave the Service owing to 


ill-health. 


Universities and Colleges 








Pease and Partners, Ltd., v, Birch (1941). 1 All E.R. 343 


The Services 





MENTIONS IN DISPATCHES 


Lieut.-Colonel A. H. Whyte. D.S.O.. Lieut. (Temporary Major) 
P. H. Newman, D.S.O., and Lieut. J. M. Muir. D.S.O., 
R.A.M.C.. have been mentioned in dispatches for distinguished 
services in the field. 


EFFICIENCY DECORATION, TERRITORIAL ARMY 


The Efficiency Decoration of the Territorial Army has been 
conferred on Colonel F. R. Sandford, M.C.. and Lieut.-Colonel 
A. Swindale, R.A.M.C.. T.A. 


CASUALTIES IN THE MEDICAL SERVICES 


Royat ARMY Mepicat Corps 


Captain ALERED ANTHONY FERRO died of wounds on March 19. 
He was born in Malta in 1914 and was educated at the Royal 
University of Malta, graduating M.D. in 1937. He joined the 
— M.C. soon afterwards, and was promoted captain in 
May, 1939. 


Captain. WittiamM) BRADFORD Foster died in’ Middlesex 
Hospital on April 15. He was born at San Francisco in 1913, 
the eldest son of Mr. and Mrs. W. D. Foster of East Molesey. 
and was educated at Cranleigh School and St. Bartholomew's 
Hospital. qualifying M.R.C.S.. L.R.C.P. in 1937. In the 
following year he graduated M.B., B.S. of the University of 
London. He had held the posts of resident surgical office: 
at Worthing Hospital and resident medical officer at the Kent 
and Canterbury Hospital. He joined the R.A.M.C. early in 
1939. He leaves a widow and one son. 


eS = = — = —_ —— 


UNIVERSITY OF CAMBRIDGI 


The Linacre Lecture will be delivered by Sir Walter Langdon- 
Brown, M.D., F.R.C.P., Emeritus Regius Professor of Physic, 
on Friday, May 30, at 5.15 p.m., in the lecture room of 
physiology, St. John’s College. The title of the lecture is 
“ From Witchcraft to Chemotherapy.” 

Applications for the Marmaduke Sheild Scholarship in 
Human Anatomy are to be sent to the Registrary by May 20. 
The award will be made towards the end of June. The persons 
eligible are such undergraduates of not more than three years 
standing from matriculation, and such Bachelors of Arts of 
not more than four years’ standing from matriculation, as 
have completed the first examination for medical and surgical 
degrees and are qualified in anatomy and in physiology to 
proceed to the Final M.B. Examination, and have also 
obtained honours in Part | of the Natural Sciences Tripos 
with anatomy as one of their subjects. Women also are 
eligible. The scholarship is normally tenable for one year 
from the date of the award, but a scholar may be re-elected 
for a second year. The emolument is £100 a vear. 


UNIVERSITY OF WALES 


Nancy G. Rogers has satisfied the examiners in Part Il and 
has qualified for the Diploma in Public Health. 


SOCIETY OF APOTHECARIEFS OF LONDON 


The following candidates have passed in the subjects indicated 
SurGery.—C. A. Anderson, D. V. Bateman, G. H. Miles 
Mepicine.—S. Hashim. 

Forensic Mepicine.—S. Hashim. 


Mipwirery.—D. V. Bateman, A. H. Evans, P. R. Green, 
J. H. C. Hill, R. L. Skea, H. A. Worthy. 
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JAMES HOGARTH PRINGLE, M.B.,. F.R.CS. 


Consulting Surgeon, Glasgow Royal Intirmary 


By the death of Mr. Hogarth Pringle at his home in 
Killearn, Stirlingshire, on April 24, Glasgow has lost one 
of its most notable surgical personalities. For some years 
Mr. Pringle has been in indifferent health, and was occa- 
sionally laid aside, but he seemed courageously to dety 
illness ull the terminal phase. He was in his seventy- 
eighth year. 

Born in Parramatta, New South Wales. the son ot G. 
Hogarth Pringle, M.D.. F.R.C.S.. he was educated at Sedbergh 
and Edinburgh University. He graduated in medicine in 18835, 
and became a member of the Royal College of Surgeons in 
1888 and a Fellow in 1892. In the 
vears following graduation he pre- 
pared himself for a surgical career 
by taking house-surgeonships in 
Fdinburgh Roval Infirmary and 
Glasgow Royal Infirmary. and 
acting as clinical assistant in’ the 
e\naecological ward of the Edin- 
burgh Roval Infirmary and assis- 
tant at the Roval London Oph- 
thalmie Hospital. These home 
appointments were followed by 
study in Berlin. Vienna, and Ham- 
burg, where he made lifelong 
friendships with masters of the 
Standing of von Fiselsberg and 
Lauenstein He was assistant to 
Macewen in Glasgow Royal Infirmary. and in 1896) was 
appointed surgeon to that hospital. retiring under the age 
limit in 1923. His long period of senior active service 
of twenty-seven years was recognized by the Board ol 
Managers, who appointed him honorary consulting surgeon. 
In 1899 he was appointed lecturer in surgery and demon- 
strator in anatomy to Queen Margaret College. the college 
in Glasgow for women students before the University classes 
and the wards of the Roval Infirmary were open to them. 





Pringle’s interests extended over the whole field of surgery. 
He was essentially an individual worker, and spent almost the 
whole of his day in the wards. He was free from ambition to 
develop a large popular surgical practice. Fractures, at a 
tume when that branch of surgery rather tended to be left 
to the house-surgeon, were treated entirely by himself. and his 
great interest in the subject and his mechanical skill in 
managing fractures are exhibited in a book, Fractures and 
their Treatment, published in 1910. He described original 
operations for umbilical hernia and inguinal hernia in the 
Edinburgh Medical Journal and in the British Medical Journal. 
A paper on the treatment of empyema was published in this 
Journal in 1905, and one on arrest of hepatic haemorrhage 
due to trauma in the Annals of Surgery in 1908. In 1913 he 
wrote a paper, published in the Lancet, on vein grafting for 
maintenance of direct arterial circulation: one such case. 
where a popliteal aneurysm had been removed and the arterial 
circulation re-established by means of a vein graft. aroused 
great interest when it was demonstrated to the Glasgow Royal 
Medico-Chirurgical Society. Other two contributions were 
also noteworthy: along with the late Prof. Teacher he demon- 
strated the occurrence of post-mortem digestion of the 
oesophagus, and at a London meeting of the British Associa- 
tion of Surgeons he described how sight might be saved by 
a timely operation in cases of haemorrhage into the optic 
nerve due to injury in the temporo-frontal region of the skull 
Up to near the end of his life Pringle continued to follow up 
his cases, and to write minor papers with the late results of 
his work. At the time of his death he was actually engaged 
in working up his notes on some very early experiments on 
the cadaver to illustrate the mechanism of dislocation of the 
hip, as he was not convinced of the accuracy of the commonly 
accepted explanations. 


We regret to announce the death, which took place 


Pringle was an original member of the British Associatio 
of Surgeons, and enjoyed his friendships with the membe; 
of the Chirurgical Club, founded by Moynihan, Robert Jone: 
and Stiles. He may be said to have lived for surgery ang 
surgery alone. He was an extraordinarily thorough Operato; 
with delicate manipulative and mechanical skill. and he wa 
like his master Macewenr, a pathologist as well. He had no, 
the gift of fluency in public speech and writing, but he 
possessed a direct. straight. and fearlessly critical mind, ang 
no lack of fluency in private talk. A certain austerity 9) 
manner to strangers was not exhibited to those who had the 
privilege of his friendship. and members of the profession who 
turned to him in their illness had frequent occasion to 
appreciate his essential kindness of heart. q 


Prot. G. Grey TURNER writes: 


Hogarth Pringle deserves to be remembered as one of the 
most progressive of the British surgeons of his day. As 4 
young man he studied in Germany and Vienna and always 
kept in touch with the best of the Continental work. At the 
outset of his career he was associated with Macewen, and 
as long ago as [888 he assisted that great man with patho- 
logical work in ene of the side rooms which had been fitted 
up as a laboratory in the old Glasgow Royal Infirmary. Ip 
the picture which shows Macewen at work in the old theatre 
there in 1892. Pringle is a prominent figure near the head ot 
the table. His stories of his association with Macewen were 
very vivid and clearly showed his indebtedness to that great 
master, 

In his own work as surgeon to the Glasgow Roval 
firmary Pringle preserved a very open-mind and was alway 
anxious to give his patients the benefit of any new wor 
which he considered worthy of trial. Long before the lav 
war, in cases where he had excised strictures, he transplantec 
animal urethra to repair the defect and with encouraging 
success. He also employed arterial suture in some of bh 
cases, using the Carrell technique, and transplanted portion 
of vein where arteries had been excised and with good result 
But he deserves especially to be remembered for his ow 
pioneer work in connexion with the treatment of melanot 
sarcoma, As long ago as 1898. when this condition wa 
looked upon as practically beyond surgical aid, he planne 
and carried out the operation which holds out the best chance 
of success. There were two cases. and in each there wer 
secondary deposits in the lymph glands. Pringle kept 
touch with the patients. and in 1937 in the Lancet he we 
able to report that they were both alive and well 38 and} 
years after his extensive operation. His plan for the contre 
of the hepatic circulation in cases of severe haemorrhag 
should always be remembered, for this was certainly # 
oviginal contribution to the management of the more seriow 
abdominal injuries. In many other respects he did excellen 
work of a high order. His papers were always concise ane 
direct, and he wrote a very good book on fractures, 

A rather abrupt manner and a fierce expression sometime 

reated an unfavourable reaction which was certainly ut 
iustified. for Hogarth Pringle was among the most kine 
hearted of men and a delightful travelling companion. But th 
open sesame to his true friendship was a real interest ! 
surgery unsullied by the slightest hint of sham or unwarrantee 
publicity. Among that inner circle who appreciated his 1 
worth he will indeed be sorely missed. 


THOMAS H. W. ALEXANDER, F.R.C.S.Eb. 


Surgeon. Gray’s Hospital, Elgin 


April 29 after an operation at Aberdeen, of Dr, Thome 
Hood Wilson Alexander, one of the best-known medica 
practitioners in the north-east of Scotland. He We 
aged 63 

A native of Perth. he graduated M.B.. Ch.B. at the Univer 


= 


sity of Edinburgh in 1900 and was house-surgeon at the Ea‘ 





Suffolk Hospital, Ipswich. before going for postgraduate stue) 
to Berlin, where he acted as clinical assistant at the Chari 
Hospital. He began practice at Elgin nearly forty years age 
and his services as a surgeon were in demand throughe 
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north-east Scotland and the Hebrides as well. During the last 
war he served with the rank of Major R.A.M.C.T.R.. as 
surgical specialist and officer in charge of the surgical division 
of various medical units of the Expeditionary Force, and was 
present at the Salonika operations. He took the F.R.C.S.Ed. 
diploma in 1918. At Elgin Dr. Alexander was surgeon to 
Gray's Hospital, medical referee under the Workmen's Com- 
pensation Act for Elgin and Nairn, consulting surgeon to the 
Stephen Cottage Hospital, Dufftown, and surgical specialist 
to the Ministry of Pensions Appeal Board. Outside profes- 
sional duties his interests were varied and he devoted time 
and thought to public work: he was a J.P. for Morayshire 
and for some time chairman of the Moray Education 
Authority. He joined the British Medical Association in 1901, 
represented his Division in 1914, was a member of the Scottish 
Committee in 1920-1, and president of the Northern Counties 
of Scotland Branch 1931-2, 


W. M. SCOTT, M.D. 


“A.” writes: 


The Journal's notice of W. M. Scott reflected a character- 
istic of its subject in the modesty with which his accomplish- 
ments were set forth. Actually Scott was one of the most 
experienced bacteriologists in the world as regards the organ- 
isms of epidemic diseases. and his help in identifying types 
of bacteria and in discovering the origin and course of out- 
breaks was given with the greatest care and friendliness to 
bacteriologists and others in every part of the country, and 
to many his first service of this kind was volunteered. The 
laboratory of the Ministry of Health in which he and Fred 
Griffith worked was fantastic in discomfort and lack of good 
equipment. but both of these men overcame the disabilities 
imposed on them. and the absence of clerical assistance led 
Scott to write his reports On specimens sent to him in the form 
of letters which combined instruction with information. The 
last medical discussion in which | heard him take part—more 
than a year ago—was on food poisoning by the Salmonella 
Organisms, in the study of which he was one of the foremost 
in the world. On this occasion he was a guest speaker at the 
Royal Society of Medicine, and he began his contribution 
with a sincere apology for the small offering he had to bring. 
He seemed really distressed by this feeling. and perhaps like 
some others | wondered whether the upheaval of his work 
by the war had prevented his making anything but a hasty 
preparation of material. Admittedly I should have been wise: 
than to share his diffidence in his work, and he expounded 
experiments of practical value which would have been for 
many people the contented occasion of an independent contri- 
bution to a journal. His writings in official reports and 
elsewhere combined accuracy in the latest scientific details 
with practical use in the detection of epidemics, and similarly 
his interest in his work merged with his interest in mankind 
and its morals and its manners. His popularity with his 
colleagues in this country was buttressed by his acquaintance- 
ship with bacteriologists in many lands and by the important 
part he took in the International Society for Microbiology 
and its successive congresses. At his home in Dulwich he 
and Mrs. Scott and their family gave the liveliest and most 
generous hospitality to many, and these as well as other 
readers of the Journal deeply regret the loss which his death 
has caused to his relatives. his friends, and to the work which 
he was brilliantly executing. 


Dr. JoHN L. Buncu, who died suddenly at Teignmouth on 
April 22. practised for many years in London, largely as a 
dermatologist, and had been a member of the British Medical 
Association for forty-three vears. A student of University 
College, London. he graduated B.Sc.Lond. in 1890 (qualifying 
for a university scholarship). took the M.B.. B.S. in 1893, the 
M.D. in 1895, and the D.Sc. and M.R.C.P. in 1898. As an 
undergraduate he won a university exhibition and gold medal 
in physiology : also the Atchison scholarship and Filliter exhi- 
bition in pathology at University College, where he was for a 
time assistant demonstrator of anatomy after serving as house- 
Physician and house-surgeon at U.C.H. On returning from 
Postgraduate study in Paris and Vienna Dr. Bunch was ap- 
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pointed assistant physician to the German Hospital in London 
and to the Mount Vernon Hospital. Later he was appointed 
physician for diseases of the skin at the Queen’s Hospital 
for Children and physician to the Hospital for Diseases of 
the Skin in Leicester Square. He was a past-president of the 
London Dermatological Society and wrote the article on 
pruritus and itching diseases of the skin in Hutchison and 
Collier's Index of Treatment, as well as papers in the British 
Journal of Children’s Diseases and the British Journal of Der- 
matology and Syphilis. 


Phe death of Dr. MORGAN JOHN MorGan of Aberystwyth 
in his 77th year has caused widespread regret both in the 
town and in the countryside of North Cardiganshire. A 
student of Guy's Hospital, he qualified with the L.S.A. and 
the M.R.C.S., L.R.C.P. in 1889, and ten years later took the 
D.P.H. of the English Royal Colleges and the M.D. of 
Rrussels. As a young man he returned to his native town 
as house-surgeon to the Aberystwyth Infirmary and Cardigan- 
shire General Hospital ; after this he began general practice 
on his own and did very well, and for nearly fifty years 
served the neighbourhood faithfully. Dr. Morgan has been 
well described as a beloved family doctor, upon whom his 
patients leant heavily in time of trouble. He was for many 
years honorary surgeon to the Aberystwyth Infirmary, and 
during the last war was medical officer to the local Red Cross 
Hospital. He had been a member of the British Medical 
Association for nearly half a century. Engrossed in his pro- 
fession, Dr. Morgan found no time for public life, but he took 
a keen interest in the affairs of the town, where he was such 
a familiar and respected figure. 


Dr. James Satwey, elder son of the Rev. Geoffrey Salwey, 
rector of Botley, near Southampton, was injured by enemy 
action while attending to air-raid casualties with great devotion, 
and died in hospital soon after admission. He was not yet 
25 \ears of age. Educated at Epsom College and the Middle- 
sex Hospital, he qualified as M.R.C.S.. L.R.C.P. last October 
He was fond of sailing and other outdoor sports, and had 
been secretary of the Middlesex Hospital Musical Society. 


The following well-known foreign medical men have recently 
died: Surgeon-General Rear-Admiral WiLLIAM CLARENCE BRalsteD, 
United States Navy, retired, and president of the American Medical 
Association 1920-1,aged 76: and Senator Giuseppe TUSINI, emeritus 
professor of clinical surgery at Genoa and author of works on 
echinococcus disease of the liver, actinomycosis of the foot, and 
cysts and tumours of the pancreas. 


Medical Notes in Parliament 





Employment of Alien Doctors 


Answering Colonel Arthur Evans on April 30, Miss Hors- 
BRUGH said she did not know how many friendly and allied 
alien doctors with special qualifications were still unemployed 
or how many Czechs with medical degrees in their own 
country were studying for English degrees, or whether there 
was a surplus of Army doctors with the Czech Army. Colonel 
EVANS asserted that special scholarships had to be granted to 
enable these alien doctors to study. He asked Miss Horsbrugh 
to take steps to absorb all unemployed doctors, irrespective of 
nationality, and to permit alien doctors already qualified in 
their own country to practise without taking English degrees. 

Miss Horsprech replied that the Medical Practitioners 
(Temporary Registration) Order, 1941, provided a wide field 
of employment for American and Allied alien doctors and 
refugee doctors of enemy nationality in hospitals and other 
approved institutions without the necessity for obtaining 
British medical qualifications. Their absorption into this ser- 
vice was proceeding steadily. Linguistic and other difficulties 
made it inadvisable to allow these doctors to engage in 
domiciliary practice. 

Sir Henry Morris-Jones said there was a breakdown in the 
employment of friendly Allied and alien doctors. In this 
country there were 700 such doctors, yet 1,000 doctors were 
asked from the United States. Miss HorseruGH gave an 
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assurance that all alien doctors would be used in hospitals and 


institutions. She added that the general scheme for reorgani- 


vation of medical practitioners was going on Sir Henry 
Morris-Jones said he would raise the matter again. 
Mr. ErxNest Brown told Miss Rathbone on May 1 that he 


would not defer arrangements for bringing over American 
doctors to this country until the medical service had absorbed 
other fully qualified foreign doctors now here. He said the 
American doctors were needed mainly for service with the 
Forces, while alien doctors of the European nationalities 
covered by the Medical Practitioners (Temporary Registration) 
Order, 1941, were needed mainly for employment in civil 
hospitals and institutions. The employment of the two classes 
could therefore proceed concurrently. At the moment 100 
alien doctors had been found employment and notified to the 
General Medical Council for registration. Another 150 were 
under consideration for employment. The Government re- 
quired all the doctors it could get. Sir FRANCIS FREMANILE 
asked whether Mr. Brown was convinced that the Central 
Medical War Committee was doing all it could to get these 
people employed. 

Mr. G. Srrauss asked that friendly alien doctors in the 
Pioneer Corps should be given medical work and that the 
British Medical Association should not be allowed to stand 
in the way of their employment. 

Mr. Brown said these doctors would certainly be given a 
chance. He was not aware that the British Medical Assocta- 
tion had any intention of standing in the way. The Central 
Medical War Committee was doing its best in this matter and 
had the hearty co-operation of the British Medical Associa- 
tion. Sir FRANCIS FREMANTLE remarked that the British Medi- 
cal Association had nothing to do with this matter. 


Feeding the Nation 


Introducing, on April 30, an Estimate for the Ministry of 
Food, Major Ltoyp GrorGe said that in 156 towns 299 com- 
munal restaurants had been approved in addition to 170 
London meals centres operated by the L.C.C. and 280 evacuee 
centres now operated as British restaurants open to the 
general public. During the last year the consumption of 
liquid milk rose by 14 That demand could not be met in 
winter, and the Central Milk Distribution Committee had been 
asked to ensure a saving of 15 in consumption of milk. 
There would not, however, be any cuts in the milk supplies to 
people who took one pint or less per day. Dairymen had 
been instructed to respect needs of illness. This scheme did 
not affect the national priority classes such as schools, hos- 
pitals, and persons suffering from certain illnesses. 

Sir ERNEST GRAHAM-LITTLE said & most important question 
was provision of bread which contained the wheat germ and 
the salts of the wheat germ. The fortified loaf. which had 
been discussed in the Food Estimates debate of July, 1940, 
was now much discredited. Milk, vegetables. and fruit, the staple 
sources of vitamins and salts necessary for nutrition, were 
difficult for the poorer classes to obtain. Bread would be the 
principal source of vitamins for the population generally. 
That the reinforced loaf was a proper substitute for the whole- 
wheat loaf was a mistaken proposition, All that was pro- 
posed to do with the reinforced loaf was to add an inadequate 
quantity of vitamin B. In 1918 a Committee of the Royal 
Society had pronounced absolutely in favour of the whole- 
meal loaf. 


Diabetics’ Rations.—In reply to a question by Sir Tan Fraser 
on April 22 Major LLoyp GeorGe said that on the recommendation 
of the Food Rationing (Special Diets) Advisory Committee of the 
Medical Research Council, an independent body of medical experts 
by whom Lord Woolton was guided, he had arranged for diabetics 
to receive two extra meat and two extra butter and margarine 
rations a week in place of their sugar ration. Lord Woolton 
understood that these extra allowances enabled persons suffering 
from diabetes mellitus to obtain an adequate diet, and under the 
present food restrictions no other special arrangements needed to 
be made. 


Rations during Pregnancy.—Dr. Howtrtr suggested on April 30 
that the Ministry of Food should grant an extra half-ration of 
butter and an extra half-ration of sugar to all pregnant women 
for the last six months of pregnancy and for six months after 
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delivery if the mother nursed her child. Major Lioyp George 
said the Food Rationing (Special Diets) Advisory Committee of the 
Medical Research Council advised that no extra allowances of any 


rationed food were necessary for expectant mothers. As soon 
as a birth was noutied a child's ration book was issued by the 
local food office, the rations being intended for the use of the 
mothe: 


Not <a Brief 


Many stamped national health insurance cards have been lost or 
destroyed by enemy action. All approved societies and local 
authorities have been specially advised of simplified procedure to be 
followed in reporting such loss of destruction to the Central 
Department, so that credit may be allowed for the missing stamps 
with the utmost speed. 

fo mitigate the danger of infection Mr. Brown has decided that 
not more than forty-eight children shall be accommodated in each 
dormitory of the national camps. 

Mr. E. Brown told Mr, Viant on April 8 that six cases of 
post-vaccinal encephalitis came to the notice of the Ministry of 
Health during 1939, of which three were in soldiers. 

Ihe Minister of Food has under consideration the special needs 
of young children for such foods as eggs and fruit. 

Ihe number of deaths from cancer in England and 
registered during 1939 is provisionally returned as 69,001, 


W ales 


Medical News 





The one hundred and fifth annual general meeting of the 
Royal Medical Benevolent Fund will be held at the Roval 
Society of Medicine, |, Wimpole Street, W.. on Wednesday, 
May 14, at 12 noon, with the president, Sir Thomas Barlow, 
in the chair. 

The next meeting of the Association of Industrial Medical 
Officers will be held at the London School of Hygiene and 
Tropical Medicine, Keppel Street, Gower Street. W.C., on 
Saturday, May 17. At 2 p.m. there will be private business, 
and at 2.30 p.m. a discussion on “ The Employment of Women 
in Industry.” to be opened by Dr. M. L. Dobbie-Batemaa, 
Miss F. I. Taylor. Dr. L. S. Swanston. and Dr. Graves Peirce. 

The Glasgow Branch of the Chartered Society of Massage 
and Medical Gymnastics will hold an extraordinary general 
meeting in the Hall of the Scottish Nurses’ Club, 203, Bath 
Street. Glasgow, on Thursday, May 15, at 7 p.m.. for a dis-. 
cussion on “Occupational Therapy in Relation to Physical 
[herapy.” with special reference to re-education after injury. 
The discussion will be opened by Dr. Anna Broman, medical 
physiotherapist : Miss Amy de Brisnay, occupational therapist; 
Mr. James Patrick, F.R.C.S.Eng.. surgeon in charge of the 
Rehabilitation Department. Glasgow Royal Infirmary : and 
Mr. G. H. Stevenson, F.R.C.S.Ed.. surgeon, Glasgow Royal 
Infirmary. A cordial invitation is extended to members of the 
medical profession to attend and take part in the discussion. 
Those desirous of contributing are asked to communicate with 
the honorary secretary, Miss Elizabeth A. Watson, C.S.M.M.G., 
9, Berkeley Terrace, Glasgow, C.3. 

The B.B.C, announces a broadcast talk to schools on Thurs- 
day, May 15, at 2.40 p.m.. on Sir Ronald Ross's work in 
the conquest of tropical disease: alse two talks in a new 
series on science and the fighting man: on May 13, “The 
Unseen Enemy: Modern Methods of Fighting Germs in War,” 
and on May 20. “ Blood in Bottles: How Modern Methods 
of Blood Storage and Blood Transfusion are Saving Life,” both 
at 3.30 p.m. 

Lieut.-General A. G. L. McNaughton, General Officer 
Commanding ‘Ist Canadian Corps Overseas Force, and presi- 
dent of the National Research Council of Canada, will read 
a paper entitled “ Research in Canada ™~ on Tuesday, May 13. 
at 2.30 p.m., at the Institution of Electrical Engineers, Victoria 
Embankment, W.C. 


In 1939 Argentine had 11.807 doctors, and 426 hospitals. of 
which 42 were national. 114 municipal, 50 provincial, 187 
owned by welfare organizations, and 16 belonged to foreign 
colonies. There were 47.371 beds for general diseases and 
23,668 for special diseases. In Buenos Aires there were 5,391 
doctors and 37 hospitals. 
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The Board of Trade has issued an open Licence (S.R. and 
0.. 1941. No. 554) authorizing any person registered under the 
Limitation of Supplies Order in Class | to supply without 
jimitation as from the date of the licence, April 22, 1941, 
abdominal belts specially designed for post-operative use. the 
following: (1) suprapubic drainage belts, (2) colotomy belts. 
(3) belts for appendicectomy, (4) belts for nephrectomy. 


The following committee have been appointed for tour 
vears to advise the Government of the Union of South 
Africa concerning leprosy research and other matters relating 
to leprosy in the Union: Dr. P. Allen, Secretary for Public 
Health and Chiet Health Officer for the Union: Dr. E. H. 
Cluver. Director of the South African Institute for Medical 
Research: Prof. W. F. Rhodes. Capetown: Prof. W. H. 
Craib. Johannesbure : Dr. A. Pijper, Dr A. J. Orenstein, and 
Dr. K. Bremer, M.P. 


Vitamins, vitamin concentrates, and vitaminized oils are 
regarded as put up tor medicinal use and as chargeable with 
Purchase Tax when they are put up for use by injection, but 
not otherwise. 

Dr. Alfred Blacklock, professor of surgery at Vermont. has 
been appointed to the chair of surgery at the Johns Hopkins 
University. He is the third incumbent of the chair, the first 
being the late Dr. William S. Halstead, who was succeeded by 
Dr. Dean Lewis. 


The Robert Jones Medal and British Orthopaedic Associa- 
tion Prize tor 1940 have not been awarded. 


EPIDEMIOLOGICAL NOTES 


Infectious Diseases for the Week 


The returns for the week under review show that there was a 
substantial decline in the incidence of all infectious diseases 
with the exception of enteric fever. The number of cases ol 
scarlet fever was the lowest for forty weeks, and of diphtheria 
for the past thirty-two weeks. The decline in the number at 
notifications of measles was general, but there was one notable 
exception: 97 cases were reported during the week in 
Corby U.D.. Northampton; this area had no cases of measles 
during the three preceding weeks. Whooping-cough. which 
had an increasing incidence during the past three weeks. 
declined by 1.030 cases. In Scotland, where the returns for 
whooping-cough have been dominated by the epidemic in 
Glasgow, the cases were one-half of those recorded a fortnight 
before. 
Dysentery 


The outbreak in the district of Hemel Hempstead. Herts. 
has begun to subside: 25 cases were notified as compared with 
79 in the previous week. The infection has been reported 
Irom the adjacent districts of Berkhamsted and Watford, where 
20 and 5 cases respectively were notified. Cases were reported 
in several fresh districts, the chief of the new outbreaks 
being in Berkshire, Hungerford R.D. 5; Cornwall, Bodmin 
M.B. 6: Surrey, Banstead U.D. 5: Lancashire, Liverpool C.B. 
6. An increase occurred in London, where the cases rose 
irom 5 to 18. Chelsea with 8 and Wandsworth with 4 cases 
Were the boroughs responsible for the rise. 


Quarterly Returns of the Registrar-General 


The quarterly returns of the Registrar-General for England 
and Wales. covering the fourth quarter of 1940, include a 
Provisional summary for the year. The death rate for 1940 
Was 14.3 per 1,000. This was 2.2 above that for 1939 and 
reverts to the mortality level of two decades ago. Two-thirds 
ol the increase in deaths occurred in the first quarter, when 
weather conditions were very severe and there was a consider- 
able amount of influenza. The birth rate of 14.6 per 1.000 
Was 0.3 below the figures for 1939. Infant mortality was 55 
Per 1.000 live births, and was 5 above that for 1939 and 2 
above that for 1938, but was lower than in any year before 
1938. Stillbirths were 36 per 1,000 total births, and the 
number recorded, 22.648, was the lowest on record. The 
Marriage rate for 1940 was 22.6 per 1,000, and was the highest 
on record, 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the 
British Isies during the week ended April 12. 


Figures of Principal Notifiable Diseases for the week and those for the 
corresponding week last year, for: (a) England and Wales (London included) 
(b) London (administrative county). (c) Scotland. (d) Eire. (e) Northern 
Ireland. 


Figures of Births and Deaths, and of Deaths recorded under each infectious 
disease, are for (a) The 126 great towns in England and Wales (including 
London). (b) London (administrative county). (c) The 16 principal towns in 
Scotland. (d) The 13 principal towns in Eire. (e) The 10 principal towns 
in Northern Ireland. 


A dash denotes no cases ; a blank space denotes disease not notifiable or no 
return available 



















































































1941 1940 (Corresponding 
Disease ae zi a __ wok) = 
! [ f | j 
fa) |b} ©) | @) OO] w |b |) @!]m]& 
- — ' 
Cerebrospinal fever 282 12 | $4 6, 129 411 29] 84) ; 5 
Deaths \ | 2 4) j 6) 5s 
Diphtheria 883] 49/26] 19 298 693 29} 229) 41 ~W 
Deaths 31 | ; 3 2 2$ x 2 
Dy senters 144; 15] WO 2 SI 7| 45 
Deaths | | 
| ' B | 
Encephalitis lethargica, | | | 
acute ; | 4| j 1} 
Deaths | | | | | 1} 
Enteric (typhoid and | | | | | 
paraty phoid) fever 26 2) 28 a 5 21 1} 28 6 ; 
Deaths 1} 4 ! 
| | 
| 
Erysipelas 45) Ss; 4 60 6 s 
Deaths 7 
Infective enteritis or } | 
diarrhoea under 2 | 
years 
Deaths 30 1 9 y 5 26 4 5 6 7 
Measles 13,030 355] 136 Sp.s92| 45] 104 142 
Deaths 19; —|] . 2 < 
Ophthalmia neona- | | 
torum = 68 S$} 37] i 84 S$} 21] 
Deaths | | 
Pneumonia, influenzal* 944 39| «+14 6] 138 873! 72 i) 4 i? 
Deaths (from influ- } 
enza) 53 2 S| ! 72 | 10 5 a 
! J 
Pneumonia, primary | | 308 12] | 208! 11 
Deaths | 38 13] 12 55 | 16} 12 
Polio-encephatlitis, | 
acute i 2] 
Deaths | 
| | 
Poliomyelitis, acute 4| 4 1} 4) | ! 
Deaths | | 
Puerperal fever | 1 1} tty of 2) 2; 8 2 
Deaths | 
Puerperal pyrexia 123} 6) 23 | 165| 13) 32 l 
Deaths 
Relapsing fever | l | 
Deaths | | | 
| | | 
Scarlet fever 1,923| $5!139) 24) 249 846/ 40/117| Si) 7s 
Yeaths 2 j | } | | j l 
| i 
Small-pox | | j 
Deaths | j 
Typhus fever j 
Deaths | | | 
W hooping-cough 3,592] 86 485 | il 603) | 45 1s 
Deaths | 39! «21 28] 7 21 5s 
Deaths (0-1 year) 350 | 23/107) 44) 169 389; 47) 65) 30] x9 
Infant mortality rate i | 
(per 1,000 © live | | 
births) | | | 
| 
Deaths (excluding stull- | | | } | | | 
births) | 5,495 | 644) 809 | 219/| 178 95,252) 854! 706/217) 178 
Annual death rate | | | 
(per 1.000 persons | | | | | | | 
living) | 117.6 14.5 15.6 [13.0 14.5 15.6 
} 
Live births | 4,300 | 342) 808 | 278 | 224 86,693 j1,001 934 358) 2 
Annual rate per 1,000 | | 
persons living } } 116.4 18.5 19.6 | 18.9 239,20? 
Stillbirths | 200} 20| 41! | 272 33) 42 
Rate per 1.000 total | | 
birth (including 
stillborn) } 48 | 43 | 
j | ! } | 





* Includes primary form in figures for England and Wales, London (adminis- 


trative county), and Northern Ireland. 
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Letters, Notes, and Answers 





Ali communications in regard to editorial business should be 
addressed to THe EDITOR, British Mepicat Journat, B.M.A 
House, Tavistock Square. W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS of their articles must communicate 
with the Secretary, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS 
if reprints are required, as proofs are not sent abroad 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 p.m.). Orders for copies of the 
Journal and subscriptions should be addressed to the Secretary. 

TELEPHONE No.—B.M.A. and B.M.J.: EUSTON 2111. 

TELEGRAPHIC Appresses: EDITOR, Aitiology Westcent, London; 
SECRETARY, Medisecra Westcent, London. 

B.M.A. Scorrisn Orrice: 7, Drumsheugh Gardens, Edinburgh 


QUERIES AND ANSWERS 


Potassium Content in Schistosomiasis 


Dr. F. Gorpon Cawston (Durban) writes: Is it possible that 
persons living in districts infested with schistosomiasis possess 
a lower proportion of potassium than is common in Great 
Britain, or might it be that the presence of the adult worms 
interferes with the potassium content of the host's tissues’ 
There would seem to be some such explanation needed to account 
for the preference in the Tropics of the potassium salt to its 
sodium equivalent, for those whose study of therapeutics is 
largely confined to cool climates regard the sodium as being Jess 
TOXIC, 

Intermittent Polyuria 


Dr. ALEXANDER Francts (London) writes: “ G. A. G. Sos" inter- 
mittent polyuria (April 26, p. 658) is almost certainly a manifesta- 
tion of vasomotor instability, and is comparable with an attack ot 
asthma. A too-active blood supply to a particular part may pro- 
duce symptoms in the area, and so we get asthma, hay fever, 
polyuria, colitis, etc., according to the region affected. I have 
proved that these troubles can be overcome by stabilizing the flow 
of blood throughout the system. “ G. A. G. S.” would obtain 
marked relief from the simple remedy of rubbing the surface ot 
the body for five minutes night and morning. This has more 
effect than any amount of exercise or “ physical jerks.” 


Ulcer of the Mouth 


Dr. E. U. MacWitttam (Bexley, Kent) writes: The following case 
note may be of interest to others; any suggestions as to aetiology 
of the condition described would be welcomed by me. Female, 
aged 58, retired secondary school teacher, valvular disease of 
the heart following three attacks of rheumatic fever about twents 
years ago; severe congestive failure since September, 1939. In 
June, 1940, an ulcer appeared on the right side of the tongue. 
followed by two others, one on the left edge of the tongue and 
the others on the inside of the left cheek. These two latter did 
not develop much. The primary ulcer sicadily progressed. At 
a fairly early stage it suggested a gumma; later it became a 
sloughing mass. More than half of the tongue had been 
destroyed, and the destructive process extended into the floo: 
of the mouth. Three very severe haemorrhages took place, in 
two of which the patient appeared to be on the point of death. 
By way of treatment novarsphenamine was given intravenously 
(although the Wassermann reaction was negative); iodine, acri- 
flavine, sulphanilamide powder, etc., were applied locally: and 
various mouth-washes were used. None of these had any bene- 
ficial effect. Finally I gave the following rather old-fashioned 
mouth-wash, and the whole thing, except for the loss of tissue, 
cleared up as if by magic: R Pot. chlor. 5j, acid. hydrochlor 
fort. 38s ; let the acid act on chlorate for three minutes, then 
gradually, with shaking, aq. ad 3vj. It was not possible to have 
pathological investigations. 


Income Tax 


Repayment ef Borrowed Money 


Lamapa ” obtained certain advances to enable him to complete 
his studies. He is now in the R.A.F., and is repaying the loans 
in monthly amounts. Can he claim any allowance against the 
assessments on his pay? 

** The repayments are of a capital nature, and no allowance 
can be claimed for income-tax purposes. An allowance can, 
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however, be claimed in respect of the amount of interest paid 
the bank in each financial year—ending April 5. The bank 
supply a certificate of the amount on application, and the certi 
cate should be sent in to the Assessor's Department of the R.AF 


asking for an allowance to be set off against the tax assessed of 


psty 


Demolition of House and Contents 


* BoMBED ” inquires to what extent the loss of house, clinic, ang 


contents can be claimed for income tax purposes. 


*.” The loss as such is not an allowable deduction, but the cog 
ot replacing professional equipment (but not the premises) cag 
be deducted to the extent to which it is not covered by insurance 
or other claims to indemnity. 


LETTERS, NOTES. ETC. 
Blood Pressure and Peptic Ulcer 


Dr. E. SakoscHANSKY (Southampton) writes: I have read with great 


interest the article on digestive disorders in the Forces by 
Lieut.-Colonel J. Gibson Graham and Captain J. D. Olav Kerr 
(March 29, p. 473). They suggest that the quickening tempo of 
modern life is related to the increasing occurrence of the 
dyspepsias, especially peptic ulceration. In connexion with that 
statement it occurred to me that it would be interesting to se 
what the level of the blood pressure was in cases of peptic ulcera- 
tion. I have been struck on a number of occasions by the low 
blood pressure in cases of peptic ulceration. This low blood 
pressure would account for the mental instability, fatigability, 
and asthenia of many of the cases of gastric ulcer, and would 
account for Colonel Graham's statement that the severe physical 
strain and irregular meals before evacuation—from France—had 
an adverse effect. I think this blood-pressure reading is often 
helpful in distinguishing between “ gastritis “ cases (such as, for 
example, those due to the upset caused by air raids) and organic 
cases. And it may be added that this low blood-pressure reading 
had been noted in cases of gastric carcinoma (Thiele, W, 
Epitome, June 4, 1938, p. 458). 


Primitive ** Closed Plaster”’ Treatment 


Dr. Ernesr CUuLpin writes from Brisbane: One characteristic of 


the medical profession appears to be the jealously guarded right 
of recognition of those who have been the first to introduce any 
particular method of medical diagnosis or treatment. With 
respect to the “ closed-plaster treatment of wounds *’ I desire to 
bring forward the claims of my old friend ** Binghi.” It is thirty. 
five years since I had the privilege of observing this time 
honoured method of treatment of badly lacerated and _ infected 
wounds by “ Binghi ” when in North Queensland. * Binghi’s” 
technique was simply to cover the wound with a thick coating of 
mud, which rapidly dried, and to leave it alone. Results as to the 
healing of the wound were excellent, but in the case of fractures 
of long bones, of which I saw only one, although union was 
sound deformity was pronounced. The Australian aborigine- 
that is, “ Binghi’’—has apparently been using this “ closed 
plaster treatment of wounds ” for centuries with excellent results. 
Incidentally, before contamination with the white and _ yellow 
races “ Binghi’ was far superior to European races in respect 
to public and private morality, and although it had developed 
in a very divergent direction his intelligence was of a superior 
order. 


Students and the Planning Commission 


Mr. Perer F. KeENNISH writes: T am a student of a London hospital 


and I wish to express my views on Mr. H. S. Souttar’s letter 
(April 12, p. 569). He makes two points: (1) That members 

the Medical Planning Commission are representative. Medical 
students are not represented and have never been consulted in the 
matter; the ages of the youngest members of the Commission 
indicate that they qualified at least twenty years ago and are 
therefore out of touch with my generation. (2) That there are 
eleven members “ under 45° and that in political life this is 
considered young. This Commission is concerned with the medi- 
cal profession, not with politics; few people are grateful for the 
pass to which the country has been brought by our political 
* youngsters.”” Students and men recently qualified are those who 
will be most deeply affected by the results of the Commissions 
work. They are keenly interested in the future of their pro 
fession, but evince little enthusiasm at the prospect of its being 





planned by a group of people with whom they have no contact. 
I suggest that the medical schools have a right to be represented 
by at least one student or recently qualified man. Lack of experi 
ence would be more than adequately balanced by a fresh m 
and a less crystallized outlook. J 
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